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THIS ISSUE CONSISTS OF TWO PARTS. THIS IS PART | 
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The staff of the Blakiston Division would like 
to extend to you their very best wishes for a 
happy holiday season. 

Much of the good will and mutual respect 
existing in our business world comes from the 
philosophy that had its beginning during this 
season many centuries ago...Without that 
foundation for living we would not know the 
real joy of having friends. 

Your consideration and courtesy have con- 
tributed much to the fulfillment we derive from 


publishing medical and scientific books. We 
want to express our sincere thanks for the con- 
tribution you have made to our endeavors. It is 
our desire that we may continue to merit your 
confidence and friendship in the years ahead. 

We extend to you our heartiest wishes for 
a Merry Christmas and a Happy and Pros- 
perous New Year. 

THE BLAKISTON 


DIVISION, 
McGRAW-HILL BOOK COMPANY, INC. 
330 West 42nd Street, New York 36, N. Y. 


——— from Saunders 


Blechschmidt—Human 
Development Before Birth 
A Beautiful Atlas of Embryology 


Graphically depicts all the facets and 
intricacies of prenatal growth and de- 
velopment—from conception through the 
moment of birth. Text is run bilingually 
in two columns—one German and one 
English. Chapters cover: Fertilized ova 
in the oviduct—Blastocysts in the uterus 
—2-30mm embryos—Newborn infants— 
Body regions in human embryos (with 
organs in the regions): Head, Neck, 
Dorsum, Ventral Trunk Wall, etc. Com- 
plete reconstructions of early stages are 
included with rare microscopical prepara- 
tions and histological sections of unusual 
detail. 


By E. BLecHscHMipt, M.D., Professor of Anatomy, 
Director of the Institute of Anatomy, University of 
Gottingen, Germany. 648 pages, 7”x10”, with 570 il- 
lustrations. $23.00. New! 


New (3rd) Edétion! 


Williams— 
Textbook of Endocrinology 


Beautifully Correlates Clinical 
and Theoretical Endocrinology 


This authoritative work covers the diag- 
nosis and treatment of endocrinopathies 
and the use of hormone therapy in non- 
endocrine disturbances. 


From a basic introduction the distin- 
guished contributors lead the student 
into authoritative discussions on the 
pituitary, thyroid, adrenals, testes, ovar- 
ies, pancreas, etc. 


Dr. Williams and his associates have re- 
vised the book to a point of unqualified 
excellence—including all that is new and 
proved in the field today. You’ll find en- 
tirely new discussions on: Disorders in 
Sex Differentiation—Hypoglycemia and 
Phyoglycemosis—The Pineal—Hormones 
and Cancer—Endocrines and Lipid Me- 
tabolism; Obesity—Effects of Endocrines 
on Protein Metabolism—Effects of En- 
docrines on Water and Electrolyte Me- 
tabolism—Endocrine Genetic Disorders. 
By 18 AMERICAN AUTHORITIES. Edited by Ropert H. 
WiuaMs, M.D., Executive Officer and Professor of 
Medicine, University of Washington School of Medi- 
cine. About 1184 pages, 6”x9%", with 200 illustra- 


tions. About $20.00. 
New (8rd) Edition—Ready in January! 


Florey—General Pathology 
Neu ( Srxd/ Edition! A Penetrating Picture of the Body’s Responses to Injury 


Written by 17 British authorities, this 
valuable book stresses functional as well 
as morphological aspects of general pa- 
thology. Under the careful editorship of 
Sir Howard Florey, the authors cover a 
wide range of topics such as: the mech- 
anisms of hemorrhage, traumatic shock, 
formation of abscesses, peptic ulceration, 
blood coagulation, healing of epithelial 
surfaces, nature of antibiotics, nature of 


tumor growth, causes of fever, effects of 
radiation, tissue reactions to viruses, etc. 
Every section of the book has been ex- 
tensively revised and brought up-to-date 
for this edition. A completely new sec- 
tion on the immunology of tissue trans- 
plantation has been incorporated. 


By 17 British AutTHortTies. Edited by Sir Howarp 
Florey, Professor of Pathology, Sir William Dunn 
School of Pathology, University of Oxford. 1125 
pages, 6’x9”, with 467 illustrations. About $17.00. 

New (8rd) Edition—Ready in January! 


See Saunders ou Page for 
3 Other Valuable Gooks Published by 


B. SAUNDERS COMPANY 


West Washington Square 
Philadelphia 5 


yo 

\ ‘ 

\\ 

he 74 New Sook! 

wi 


THE JOURNAL OF MEDICAL EDUCATION 


Official Publication of the Association of American Medical Colleges 
EDITORIAL OFFICE 
University Hospitals, School of Medicine, University of Wisconsin, Madison 6, Wisconsin, ALpine 6-6811 
Joun Z. Bowers, Editor-in-Chiej 
Evizasetu B. Eartey, Assistant Editor 
OFFICE OF THE ASSOCIATION OF AMERICAN MEDICAL COLLEGES 
2530 Ridge Avenue, Evanston, Illinois, DAvis 8-9505 
Joun L. Craner, Business Manager 
Neva V. Resek, News Editor 
Hecen Crane Herman, Advertising 
EDITORIAL BOARD 
Joun Z. Bowers, Chairman 


E. Brapiey Georce HARRELL Vernon W. Lipparp 
Joun A. D. Cooper Wituiam N. Hussarp, Jr. E. Luckey 
T. Hate Ham Cuauncey D. LEaKe Kennetu E, Penrop 


INFORMATION FOR SUBSCRIBERS 

The Journal of Medical Education is owned and published by the Association of American Medi- 
cal Colleges and printed monthly by Service Printers, Inc., 120 N. Green St., Chicago 7, Illinois. 
Second-class postage paid at Chicago, Illinois, 

Subscription Rates: $7.00 per year, $13.50 two years, $19.50 three years, $1.00 per single copy: 
foreign, $8.00 per year, $15.50 two years, $22.50 three years. $1.25 per single copy; Pan America 
and Canada, $7.50 per year, $14.50 two years, $21.00 three years. Supplements, $2.00. 

Copyright 1961 by the Association of American Medical Colleges. 

INFORMATION FOR CONTRIBUTORS 

The Journal of Medical Education serves as an international medium for the exchange of ideas 
in medical education, as well as a means of communicating the policies, programs, and problems 
of the Association. The Editorial Board welcomes the submission of manuscripts concerned with 
the broad field of medical education; this includes preparation for medical education; the medical 
school experience; intern and resident education; graduate and postgraduate medical education. 
The Editorial Board recognizes that medical education includes the activities of faculty, students, 
administrators, and those of the practicing profession who also teach and learn. Thus, it invites 
communications from any of these sources. 

Manuscripts should be submitted in duplicate. All manuscripts are reviewed by the Editorial 
Board before acceptance for publication. All copy, including footnotes, tables, and legends, should 
be typed double-spaced. Each diagram or graph or photograph should have a brief legend. Each 
table should be typed on a separate sheet of paper. References should refer to published material 
only, must be submitted in alphabetical order, and should include, in order: author, title, journal 
abbreviation (Quarterly Cumulative Index Medicus form), volume number, page, and year; book 
references should also include editors, edition, publisher, and place of publication. 

Galley proofs will be mailed to authors for correction before publication and should be returned 
within 48 hours after receipt. 

Reprints may be ordered, when galley proofs are returned, in multiples of 100, at a price depend- 
ing os the length of the article; prices are listed on the reprint order form. 

edical Education Forum includes editorials, letters, comments, criticisms, and excerpts from 
important addresses. 

ews from the Medical Schools: Material for this section should be transmitted to the News 
Editor, Miss Neva Resek, 2530 Ridge Avenue, Evanston, Illinois. Announcements of major faculty 
and administrative appointments, news of distinguished visitors and significant educational develop- 
ments will be included. It is not possible to publish notices on grants-in-aid for scientific research. 

Items of Current Interest: Audio-visual news and notices from national and federal agencies 
appear in this section. 


CORRESPONDENCE 

Address all correspondence regarding manuscripts, editorials, and letters to the Editor to the 
Editorial Office, University Hospitals, University of Wisconsin, Madison 6. Wisconsin. 

Address all correspondence concerning reprints, subscriptions, change of address, and back 
numbers to the Business Office, Association of American Medical Colleges. 2530 Ridge Ave., Evan- 
ston, Ill. All changes of address should provide both the old and the new address. 

Address all correspondence concerning news, announcements. and personnel exchange to the 
office of the Association of American Medical Colleges, c/o Miss Neva Resek, 2530 Ridge Avenue, 
Evanston, Illinois; address all correspondence concerning advertising to Miss Helen Claire Herman. 
2530 Ridge Avenue, Evanston, Illinois. 

Printed in U.S.A. 
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What Tey re Saying 
_Appleton’s Current Standard 


KOLMER’S 


CLINICAL DIAGNOSIS BY LABORATORY 
EXAMINATIONS 


. . valuable information related to laboratory medicine is readily available 
to any physician by having access to this text. 3rd 


—Journal of the lowa Medical Society oa2 
July 1961 578 Pages 158 Illus. $10.00 Edition 


COLE AND PUESTOW’S 


FIRST AID: DIAGNOSIS AND MANAGEMENT 


...a well written text discussing first aid from a physician’s standpoint. It is 

complete and up-to-date. 5th 
—Journal of the Kansas Medical Society Edition 

July 1960 432 pages 217 Illus. $6.25 


SMITH AND CONANT’S 


ZINSSER MIGROBIOLOGY 


This book remains a definitive and outstanding reference in its field. 12th 
—Journal of the American Medical Association “ae 
June 1960 1,026 Pages 461 Illus. $13.00 Edition 


EASTMAN AND HELLMAN’S 


WILLIAMS OBSTETRICS 


. .. the most satisfactory American text and reference book on obstetrics for 12th 
all types of readers from family doctor and specialist to teacher and student. | |), 
September 1961 1,205 Pages 666 Illus. $16.00 Edition 


RAFFEL’S 


IMMUNITY 


. . a source of scholarly reference, encyclopedic in scope, and yet entirely 
satisfactory as a textbook for the subject matter involved. 2nd 
—Stanley Marcus, Ph.D., University of Utah College of Medicine Edition 
September 1961 625 Pages $10.00 


HOLT, McINTOSH, AND BARNETT’S 


PEDIATRICS 13th 


To be published in January, 1962. Edition 


For Sale at all Bookstores or 


APPLETON-CENTURY-CROFTS, INC. 34 west 33rd St, New York, N. ¥. 
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QUELIDRINE 


Suppressant, Abbott 


This new cough suppressant 
safe in patients of all ages 


Acute cough deserves medical attention, but 
. - not always does the physician want to re- 
sort to highest-potency medications. 
Here, new Quelidrine may be the answer. 
Quelidrine is effective. It provides a full 
range of therapeutic action against acute 
cough. Yet it can be safely used in patients 


of all ages, young or old. It contains no nar- 
cotics, and is non-addicting. It is available 
with or without prescription. 

Quelidrine combines six active agents: anti- 
tussive, antihistamine, bronchodilator, de- 
congestant, and two expectorants. Together 
they quickly ease the cough and soothe the 
discomfort. 

What’s more, Quelidrine actually tastes 
good! Looks and smells good, too, and is free 
of medicinal after-taste. 


Here’s what each 5-ml. teaspoonful provides 

your patient: 

Dextromethorphan hydrobromide 
Non-narcotic, non-addicting 

Chlorpheniramine maleate 
Allergy-relieving antihistamine. 2 mg. 

Ephedrine hydrochloride 
Respiration-easing 

Phenylephrine hydrochloride 
Nasal-vasoconstricting 


Ammonium chloride 
Mucus-thinning expectorant.. 

Fluid extract of ipecac 
Secretion-promoting 


Alcohol 2% 


40 mg. 


<4 
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decongestant.................. 5 mg. 
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Calendar of Meetings 


ASSOCIATION OF AMERICAN 
MEDICAL COLLEGES 


73rd Annual Meeting, Oct. 25-31, 1962 
Biltmore Hotel, Los Angeles, Calif. 


1962 
JANUARY 


AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer 
House, Chicago, Jan. 27-Feb. 1. Mr. John K. Hart, 
29 East Madison St., Room 910, Chicago 2, Execu- 
tive Secretary 


AMERICAN COLLEGE OF SURGEONS, SECTIONAL MEETING 
FoR SURGEONS AND GRADUATE NURSES, Statler-Hilton 
and Biltmore Hotels, Los Angeles, Jan. 29-Feb. 1. 
Dr. William E. Adams, 40 E. Erie St., Chicago 11, 


Secretary. 
FEBRUARY 


AMERICAN ACADEMY OF ALLERGY, Denver-Hilton Hotel, 
Denver, Feb. 5-7. Mr. James QO. Kelley, 756 North 
Milwaukee St., Milwaukee 2, Wis., Executive Sec- 
retary. 


AMERICAN COLLEGE OF RADIOLOGY, Roosevelt Hotel, 
New York City, Feb. 7-10. Mr. William C. Stronach, 
20 N. Wacker Dr., Chicago 6, Executive Director. 


CONGRESS ON MEDICAL EDUCATION AND LI- 
CENSURE, Palmer House, Chicago, Feb. 3-6. Dr. 
Walter S. Wiggins, 535 N. Dearborn St., Chicago 
10, Director, AMA Council on Medical Education 
and Hospitals. 


Society or UNIVERSITY SURGEONS, Cleveland, Ohio, 
Feb. 8-10. Dr. C. Frederick Kittle, University of 
Kansas Medical Center, Kansas City 12, Kansas. 


MARCH 


AMERICAN ASSOCIATION OF ANATOMISTS, Minneapolis, 
March 20-23. Dr. Louis B. Flexner, University of 
Pennsylvania School of Medicine, Dept. of Anatomy, 
Philadelphia 4, Secretary. 


AMERICAN COLLEGE OF SURGEONS, SECTIONAL MEETING, 
Sheraton-Cadillac Hotel, Detroit, March 5-7. Dr. 
William E. Adams, 40 E. Erie St., Chicago 11, 
Secretary. 


AMERICAN COLLEGE OF SURGEONS, SECTIONAL MEETING, 
Hotel Peabody, Memphis, Tenn., March 26-28. Dr. 
William E. Adams, 40 E. Erie St., Chicago 11, 
Secretary. 


AMERICAN DERMATOLOGICAL ASSOCIATION, INC., (mem- 
vers only) San Marcos Hotel, Chandler, Arizona, 
March 28-31. Dr. Wiley M. Sams, 308 Ingraham 
Building, Miami 32, Fla., Secretary. 


APRIL 


AEROSPACE MEDICAL ASSOCIATION, Atlantic City, April 
9-12. Dr. William J. Kennard, Washington Na- 
tional Airport, Washington 1, D.C., Executive Vice- 
President. 


AMERICAN ACADEMY OF GENERAL Practice, Las Vegas, 
Nev., Apr. 6-13. Mr. Mac F. Cahal, Volker Blvd., 
at Brookside, Kansas City 12, Mo., Executive Di- 
rector. 


AMERICAN ACADEMY oF NEUROLOGY, Statler-Hilton 
Hotel, New York City, April 23-28. Mr. Thomas 
D. Swedien, 4307 E. 50th St., Minneapolis 17, Ex- 
ecutive Secretary. 


AMERICAN ACADEMY OF PEDIATRICS, spring meeting, 
Statler-Hilton, New York City, Apr. 30-May. Dr. 
E. H. Christopherson, 1801 Hinman Ave., Evanston, 
Executive Director. 


AMERICAN COLLEGE OF ALLERGISTS, Hotel Radisson, 
Minneapolis, April 1-6. Dr. Maurice C. Barnes 1310 
Austin Ave., Waco, Texas. 


AMERICAN COLLEGE OF ALLERGISTS GRADUATE INSTRUC- 
TIONAL COURSE AND EIGHTEENTH ANNUAL CONGRESS, 
April 1-6, 1962, Hotel Radisson, Minneapolis, Minne- 
sota. For further information, write to: John 
Gillaspie, M.D., Treasurer, 2141 14th Street, Boulder, 
Colorado. 


AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLO- 
GISTs, Palmer House, Chicago, Apr. 2-5. Mr. Donald 
F. Richardson, 79 W. Monroe St., Chicago 3, Execu- 
tive Secretary. 


AMERICAN COLLEGE OF PHYSICIANS, Bellevue-Stratford 
Hotel, Philadelphia, April 9-13. Dr. Edward C. 
Rosenow, Jr., 4200 Pine St., Philadelphia 4, Execu- 
tive Director. 


AMERICAN COLLEGE OF SURGEONS, SECTIONAL MEETING, 
Sheraton-Park Hotel, Washington, D.C., April 16- 
18. Dr. William E. Adams, 40 E. Erie St., Chicago 
11, Secretary. 


AMERICAN FEDERATION FOR CLINICAL RESEARCH, Had- 
don Hall, Atlantic City, N.J., April 29. Mr. James 
E. Bryan, 250 West 57th St.. New York 19, Execu- 
tive Secretary. 


AMERICAN SOCIETY OF BIOLOGICAL CHEMISTS, INC., 
Atlantic City, N.J., April 16-20. Dr. Frank W. 
Putman, Department of Biochemistry, University of 
Florida Medical School, Gainesville, Fla., Secretary. 


MAY 


AMERICAN ASSOCIATION FOR THE HISTORY OF MEDICINE, 
Inc., Ambassador Hotel, Los Angeles, May 3-5. 
John B. Blake, Ph.D., c/o Smithsonian Institution, 
Washington 25, D.C., Secretary. 


AMERICAN COLLECE oF CARDIOLOGY, Denver Hilton Ho- 
tel, Denver, May 29-June 2. Dr. Philip Reichert, 
Empire State Bldg.. New York 1, N.Y., Executive 
Secretary. 


AMERICAN GYNECOLOGICAL Society (members and in- 
vited guests), The Homestead, Hot Springs, Va.., 
May 31-June 2. Dr. Curtis J. Lund, 260 Crittenden 
Boulevard, Rochester 20, N.Y., Secretary. 


AMERICAN NURSES’ ASSOCIATION, Detroit, May 14-18, 
Mrs. Judith G. Whitaker, R.N., 10 Columbus Circle, 
New York 19, Executive Secretary. 


AMERICAN OPHTHALMOLOGICAL Society, The Home- 
stead, Hot Springs, Va., May 28-30. Dr. Joseph A. 
C. Wadsworth, 108 E. 68th St., New York 21, N.Y., 
Executive Secretary. 


AMERICAN ORTHOPAEDIC ASSOCIATION (Members Only), 
Castle Harbor Hotel, Bermuda, May 27-31. Dr. Lee 
Ramsay Straub, 535 E. 70 St., New York 21, 
Secretary. 


AMERICAN Society, Traymore Hotel, At- 
lantic City, May 10-11. Dr. Conrad M. Riley, 2800 
E. Cedar Ave., Denver 9, Secretary. 


AMERICAN PS/CHIATRIC ASSOCIATION, Royal York Ho- 
tel, Torontc, Ont., May 7-11. Mr. Austin M. Davies, 
1270 Avenue of the Americas, Rm. 1817, New York 
20, Executive Assistant. 


AMERICAN PSYCHOANALYTIC ASSOCIATION, Royal York 
Hotel, Toronto, Canada, May 4-7. Miss Helen Fischer, 
One E. 57th St., New York 22, Executive Secretary. 


AMERICAN For MIcroBioLocy, Muehlebach Ho- 
tel, Kansas City, Mo., May 6-10. Mr. R. W. Sarber, 
19875 Mack Ave., Detroit 36, Executive Secretary. 


AMERICAN THORACIC Society, Deauville Hotel, Miami, 
Fla., May 20-23. Mr. Frank W. Webster. 1790 
Broadway, New York 19, Executive Secretary. 
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HELPFUL LEA & FEBIGER BOOKS 


Wohl & Goodhart—Nutrition in Health & Disease 


Edited by MICHAEL G. WOHL, M.D. 


Chief of Human Nutrition, Division of Biological Chemistry, Hahnemann Medical College and Hospital, Philadelphia 


and ROBERT S. GOODHART, M.D. 
Lecturer in Public Health and Administrative Medicine, Columbia University School of Public Health, New York 
59 Contributors. The knowledge ded for bedside or office dietary management of every 
patient is in this up-to-date 2nd edition. The physiologic approach is used throughout. 
Three major sections cover normal nutrition, nutrition in disease, and nutrition in periods 
of physiologic stress. Drugs, rest, exercise and other therapeutic measures are included. 


2nd Edition. 1152 Pages. 75 Illustrations. 155 Tables. $18.50 


Grollman — Pharmacology and Therapeutics 


By ARTHUR GROLLMAN, Ph.D., M.D., F.A.C.P. 

Lecturer in Pharmacology and Toxicology, Medical Branch; Professor and Chairman, Department of 
Experimental Medicine, The Southwestern Medical School. University of Texas, Dallas 
New Sth Edition. Students who want a sound foundation for the scientific use of drugs 
will find it in this complete presentation. Dr. Grollman describes actions, indications, toxic 
effects, dosages and methods of administration of all the official drugs. All recent advances 
are discussed, including the use of antihypertensive drugs, tranquilizers, theories of drug 
action, and the newer antibiotics -md hormones. Many pzrts of the beok have been com- 
pletely rewritten for this new edition. 


New Sth Edticn. About 1100 Pages. More Than 200 Illustrations, Some in Color. 
Many Tables. Ready January. 


Levinson & MacFate—Clinical Lab. Diagnosis 


By SAMUEL A. LEVINSON, M.D., Ph.D. 


Director of Laboratories, University of Iinois, 
Research and Educational Hospitals, Chicago 


and ROBERT P. MacFATE, M.S., Ph.D. 


Chief, Division of Laboratories, Board of Health, Chicago 


This complete book includes basic anatomy, physiologic and clinical symptoms, as well 
as an abuadance of material helpful in solving problems in pathology. All of the advances 
in this broad field are in the new 6th edition. Many new and useful illustrations have 
been added to those which already so admirably supplement the text matter. It is un- 
excelled in its objective presentation of the subject. 


New 6th Edition. 1274 Pages. 227 Illustrations and 11 Plates, 9 in Color. 
150 Tables. $15.00 
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from Saunders 


New (5rd) Edition! 


Cantarow and Schepartz— 
Textbook of Biochemistry 


Stresses Metabolic Aspects 
of Biological Processes 


This practical volume clearly shows 
students the nature of metabolic inter- 
relations and homeostasis—placing bio- 
chemistry in its proper relation to normal 
and pathologic physiology. For this new 
edition Drs. Cantarow and Schepartz 
have done a remarkable job of integrat- 
ing new information and recent advances 
into discussions ranging from the struc- 
ture of simple monosaccharides to meta- 
bolic antagonisms. 


Among the many new and expanded dis- 
cussions you’ll find coverage of: biologi- 
cal oxidation—bioenergetics—mechanics 
of enzyme action—enzyme kinetics—me- 
tabolism of adipose tissue—biosynthesis 
of proteins—metabolism of nucleic acids 
—regulation of volume and structure of 
body fluid compartments—biochemical 
genetics—etc. Many new illustrations 
clarify recent concepts. 


By ABRAHAM CANTAROW, M.D., Professor of Bio- 
chemistry, and SCHEPARTZ, Ph.D., Associate 
Professor of Biochemistry. Both at Jefferson Medical 
College. About 960 pages, 644"x9%”, with 176 illus- 
trations. About $12.50. 

New (8rd) Edition—Ready in January! 


Hospital Administration 
A Modern Review of Hospital 
Management 


The place of the hospital in the com- 
munity and the interrelationships be- 
tween departments of the hospital are 
clearly set forth in this practical new 
reference source. Here you will find hun- 
dreds of valuable ideas to help increase 
efficiency in the construction, organiza- 
tion and administration of today’s hos- 
pitals. Every aspect of administration is 
carefully detailed in topics ranging from 
storage methods for clean linen to legal 
aspects of abortion. 


Edited by JosepH KARLTON Owen, B.S., M.S., Ph.D., 
Specialist in Hospital Administration, Louis Block 
and Associates, Inc., Silver Spring, Md.; with the Co- 
ordinative Assistance of Ropert K. EISLesen, B.A., 
M.A., Assistant Administrator of Little Company of 
Mary Hospital, Torrance, Calif. About 
6%"x9%", with 186 illustrations. 

New—Ready in January! 


Corday & Irving—Disturbances of Heart Rate, Rhythm & Conduction 
xt New Book { —Clearly Covers Mechanisms of Cardiac Arrhythmias 


This volume will give your students a 
wonderfully clear physiologic foundation 
for greater comprehension of cardiac 
arrhythmias. Emphasis is placed on the 
correlation of mechanical and electrical 
events taking place in the heart in the 
presence of arrhythmic disorders. Me- 
chanical and electrical sequences are 
demonstrated for each type of arrhyth- 
mia in a highly effective series of 
schematic line drawings. Extensive at- 
tention is paid to symptoms, physical 


signs, treatment and prognosis. You'll 
find helpful chapters on: Normal Anat- 
omy and Physiology—A Blueprint of 
Rhythm and Conduction — Abnormal 
Rhythms Arising from the S-Node— 
Ectopic Rhythms Arising from the Atrial 
Muscle—Alternation of the Heart—etc. 
By Eviot Corpay, M.D., F.A.C.P., F.A.C.C., F.C.C.P., 
Assistant Clinical Professor of Medicine, School of 
Medicine, and Davin W. Irvine, M.D., Clinical As- 
sistant, School of Medicine. Both at the University 


of California, Los Angeles. 357 pages, 6%"x9\”, with 
223 illustrations. $8.50. New! 


See Saunders Ad on Pagel for 
53 Other Valuable Gooks Published by 


W. B. SAUNDERS COMPANY Wastington Savare 


New Book! | 

Owen— 


“.. . the theme that runs through the carefully taken history of most 
uremic patients with chronic pyelonephritis—the burning on urination 
of infancy, the chills and fever in childhood, the ‘honeymoon’ pyelitis, 
the recurrent urethritis treated so well and often locally—and yet the 
termination in uremia.”* 


in early childhood—“a potentially fatal warning sign’”* 


The best opportunity to eradicate urinary tract infection (and prevent potentially disastrous 
sequelae) is the first opportunity—in the infant and young child. 


Furadantin—for a “cure” instead of a “chronic”  t0 critaces 


“a prophylactic regimen of therapy is indicated. . . . The therapy could be compared to the 
prophylactic treatment of patients whose exacerbation of a rheumatic fever has been con- 
trolled.” * “Continuous prophylactic therapy with nitrofurantoin, at present, is our best modality 
for the treatment of chronic urinary tract infection.” + 


FURADANTIN DOSAGE FOR CHILDREN: Average dose is 5 to 8 mg. per Kg. (2.3 to 3.6 mg. per 
Ib.) in 4 divided doses daily. A prophylactic dosage of from 1 to 5 mg. per Kg. is recommended 
for long-term use.* After the infection has been controlled, urinalysis and culture at least twice 
a year are suggested.*® 

SUPPLIED: Oral Suspension, 25 mg. per 5 cc. tsp., readily miscible with water, infant formulas, 
milk or fruit juices. Tablets, 50 mg. and 100 mg. 


REFERENCES: 1. Birchall, R.: Am. Practit. 7/:918, 1960. 2. Stevenson, S. S.: J. Louisiana Med. Soc. 1/0:219, 1958. 
3. Marshall, M., Jr.: J. Kentucky Med. Assoc. 59:35, 1961. 4. Johnson, S. H., III, and Marshall, M., Jr.: J. Urol. 
82:162, 1959. 


® 
Complete information in package insert or on request to the Medical Director. @ 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK 


To cure or control infection 
throughout the urinary system 
at every age of life... 

at every stage of infection 


brand of nitrofurantoin 


‘“ Natural History of Pyelonephritis 
‘ 
A 


NEW..s ECOND on 


SURGERY: Principles and Practice 


34 AUTHORS 
Edited by 


51 CHAPTERS Henry N. Harkins, C. A. Moyer 
Jonathan E. Rhoads and J. Garrott Allen 


Collaborating Authors 


W. E. ADAMS, PAUL V. HARPER, DWIGHT J. INGLE, University of Chicago; W. A. ALTEMEIER, 
W. R. CULBERTSON, University of Cincinnati; J. BARRETT BROWN, LOUIS T. BYARS, MINOT P. 
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“. .. the theme that runs through the carefully taken history of most 
uremic patients with chronic pyelonephritis—the burning on urination 
of infancy, the chills and fever in childhood, the ‘honeymoon’ pyelitis, 
the recurrent urethritis treated so well and often locally—and yet the 
termination in uremia.”* 


the child-bearing age—a second major stage for urinary 


tract infection “The fact that the many cases of chronic and finally, lethal, upper 


urinary infections in women begin or recur during gestation is especially challenging.” * “We 


now believe that all prepartum women should have one quantitative urine culture as part of 
their medical management.” * 


Furadantin—when pregnancy initiates (or activates) 
urinary tract infection In a study of 104 pregnant women with urinary tract 


infections: “FURADANTIN was highly effective in the treatment of these infections during all 
stages . . . and frequently offers the best chance of effecting a clinical cure.” * 

FURADANTIN DOSAGE DURING PREGNANCY AND THE PUERPERIUM: The average dose is one 
100 mg. tablet 4 times daily, given with meals and with food or milk on retiring, to prevent 
nausea. For acute, uncomplicated infections, 50 mg. q.i.d. may be administered. If improve- 
ment does not occur in 2 or 3 days, increase dosage to 100 mg. q.i.d. 

SUPPLIED: Tablets, 50 mg. and 100 mg. Oral Suspension, 25 mg. per 5 cc. tsp. 


REFERENCES: |. Birchall, R.: Am. Practit. //:918, 1960. 2. Benson, R. C., and Mitchell, J. C.: Clin. Obstet. Gynec. 
1:97, 1958. 3. Favour, C. B.: Southern Med. J. 54:848, 1961. 4. Nesbitt, R. E. L., Jr., and Young, J. E.: Obstet. 
Gynec. (N. Y.) 10:89, 1957. 
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Golden Jubilee Edition ... 


Stedman’s MEDICAL 
DICTIONARY, 20th edition 


Edited by a distinguished board of twenty-two Consulting Editors assisted by 
thirty-four Aides. Illustrated by seven Medical Artists. 


SOME COMMENTS BY EARLY REVIEWERS 


“The new features, including the size and style of print, colored plates, make it 
a fine dictionary.”—Ph.D., Columbia, Missouri 


“An examination of the book indicates that it is up te date and the illustrations 
are excellent.”—B.S. in Pharm., Ph.D., Omaha, Nebraska 


“This is an excellent dictionary. I feel the etymology section is a fine 
addition.”—D.V.M., Ph.D., Columbus Ohio 


“I am particularly pleased with the numerous tables included in the text 
and I am sure that students will appreciate the etymology section.” 
—Ph.D., Morgantown, West Virginia 


“The cross reference, N.A.P., B.N.A., and the new sections al] help to make 
this a real contribution.”—Msc.D., Houston, Texas 


“The addition of so many colored plates add materially to the attractiveness 
and value of this edition as does the inclusion of the Paris Nomina 
Anatomica.”—Ph.D., Columbus, Ohio 


“The typography is strikingly easy to read and the paper thin but very 
opaque. Stedman’s Dictionary continues to be a high grade book from every 
standpoint.”—Ph.D., Galveston, Texas 


“T like particularly the various tables which you have included so appropriately, 
and I am delighted that you have given the structural formulae for the 
important chemicals associated with the medical effort. The whole book is a 
superb example of modern medical lexicography.”—Ph.D., Columbus, Ohio 
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. the theme that runs through the carefully taken history of most 
uremic patients with chronic pyelonephr.\tis—the burning on urination 
of infancy, the chills and fever in childhood, the ‘honeymoon’ pyelitis, 
the recurrent urethritis treated :9 well and often locally—and yet the 
termination in uremia.”* 


during the middle and later years—relapse, reinfection, 


renal failure “... the physician treating a patient with established chronic urinary 


tract infection faces a grave problem of management.” * 


Furadantin—to preserve function; to prolong life 

“, .. certain patients with renal insufficiency derived measurable benefit from prolonged nitro- 
furantoin treatment; as infection was suppressed their renal function improved. This effect was 
sufficiently pronounced to be considered an important component of the management of uremia 
accompanying chronic pyelonephritis.” * 

FURADANTIN DOSAGE IN LONG-TERM THERAPY: “With normal renal function, the dosage 
schedule of 50 mg. four times daily in adults gave urinary nitrofurantoin concentrations that 
usually exceeded 5 mg. per 100 mg. throughout the day. This level was thought to be sufficient, 
on the basis of bacterial sensitivity determinations.”* In refractory cases, 100 mg. q.i.d. daily is 
recommended. 

SUPPLIED: Tablets, 50 mg. and 100 mg. Oral Suspension, 25 mg. per 5 cc. tsp. 


REFERENCES: |. Birchall, R.: Am. Practit. 1/:918, 1960. 2. Jawetz, E., et al.: A.M.A. Arch. Intern. Med. /00:549, 
1957. 3. Lippman, R. W., et at.: J. Urol. 80:77, 1958. 
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HEARING 
BELIEVING 


The new Tycos Stethoscope, Harvey-Cefaly design, has 
three turret-mounted chest pieces to give you unexcelled 
selective auscultation. Each chest piece is specifically de- 
signed to detect more sounds and murmurs within a 
distinct frequency range. A flip of the finger instantly 
snaps the desired piece into correct listening position. 
In addition to its unique performance features, the 
Tycos Stethoscope is constructed of only top quality 
materials: Teflon ear tips, heavy-wall latex tubing and 
precision machined metal parts are your assurance of 
superior performance and long life. 


The Tycos Stethoscope is also available as a double and 
single-head unit. Try it, compare it, at your surgical sup- 
ply dealer's. Taylor Instrument Companies, Rochester, 
New York and Toronto, Ontario. 


#7003 TRIPLE-HEAD STETHOSCOPE 


#7002 DOUBLE-HEAD STETHOSCOPE 
(Corrugated diaphragm and bell chest pieces 


#7001 SINGLE-HEAD STETHOSCOPE 
(Corrugated diaphragm chest piece) 


The 
stethoscope gives 
you selective 
auscultation! 


New TYCOS Corrugated Diaphragm 
gives greatest amplification. Especially good 
for low-frequency sounds and murmurs. 

The Flat Diaphragm és best for high fre- 
quency sounds and murmurs. Clearly delineates 
splitting of sounds. 

Advanced-Design Metal Bell detects 
both low and high frequencies. Light pressure 
for low . . . firm for high. 
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A Reminder from “Year Book” 


THAT THESE NEW TEXTS AND NEW EDITIONS 
ARE AVAILABLE FOR YOUR STUDENTS 


Davenport’s PHYSIOLOGY OF THE 
DIGESTIVE TRACT 


By Horace W. DAVENPORT, Ph.D., University of Michigan. 224 pages; 
illustrated. $8.50. New. 


Youmans’ FUNDAMENTALS OF HUMAN 
PHYSIOLOGY 


By W. B. YouMANs, Ph.D., M.D., University of Wisconsin. 575 pages; 
illustrated. New 2nd Edition. Ready Jan. 2. 


Gius’ FUNDAMENTALS OF GENERAL SURGERY 


By JOHN ARMES GIuUs, M.D., College of Medicine, State University of 
Iowa. 775 pages; illustrated. New 2nd Edition. Ready Jan. 2. 


Steegmann’s EXAMINATION OF THE 
NERVOUS SYSTEM 


By A. THEODORE STEEGMANN, M.D., University of Kansas School of 
Medicine. 164 pages; illustrated. New 2nd Edition. Ready Jan. 2. 


Barness’s MANUAL OF PEDIATRIC 
PHYSICAL DIAGNOSIS 


By Lewis A. BARNEsS, M.D., University of Pennsylvania Medical School. 
208 pages; illustrated. $4.00. New 2nd Edition. 


Cullen’s ANESTHESIA 


By Stuart C. CULLEN, M.D., University of California Medica! Center, 
__ San Francisco. 296 pages; illustrated. $6.00. New 6th Edition. 


Caffey’s PEDIATRIC X-RAY DIAGNOSIS 


By JoHN CAFFEY, M.D., Emeritus, College of Physicians and Surgeons, 
Columbia University. 1236 pages; illustrated. $32.00. New 4th Edition. 


MacFate’s INTRODUCTION TO THE 


CLINICAL LABORATORY 
By Rosert P. MACFATE, Ch.E., M.S., Ph.D., City of Chicago Board of 


Health. 448 pages; illustrated. $10.00. New. 
Defares & Sneddon’s INTRODUCTION TO THE 
MATHEMATICS OF MEDICINE & BIOLOGY 


By J. G. DEFARES, University of Leyden, and 1. N. SNEDDON, University 
of Glasgow. 633 pages; illustrated. $14.00. New. 
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YEAR BOOK MEDICAL PUBLISHERS, INC. 
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Experience with a Medical School Family Study* 
1. A Description of the General Plan 


JOHN H. KENNELL, 


Western Reserve University, School of Medicine, and 
University Hospitals, Cleveland, Ohio 


More than 9 years’ experience with the 
operation of a Family Study at the 
Medical School of Western Reserve Uni- 
versity has accumulated. What started 
as a small venture has grown and 
changed. Some of the methods that 
seemed logical in the beginning have 
been discarded. Some have been altered 
radically on the basis of experience. 
Many elements that would have seemed 
illogical or impractical 9 years ago are 
considered essential features at the 
present time. Many developments have 
appeared almost spontaneously. 

When the School of Medicine made 
plans for clinical teaching in a drastic- 
ally revised curriculum (1-4, 6-8), the 
faculty agreed that “For the student to 
have an adequate appreciation of all... 
the numerous social, economic and emo- 
tional factors which are often significant 
in the prevention, diagnosis and treat- 
ment of illness . . . he must make direct 
observations of the patient in the pa- 
tient’s own environment...” 

It was felt that assigning a family 


* The establishment of a Family Study 
was made possible by a grant from The 
Commonwealth Fund. 

+ Assistant Professor of Pediatrics; 
formerly Director of the Family Study 
pediatric clinic 1952-1960. 


to each student might make it possible 
for instructors to “aid and guide the 
student as he learns—through personal 
experience—how to deal with the feel- 
ings of his patients as well as his own 
in the patient-physician relationship.” 
It was decided that the mother in the 
families chosen would be in the last 
months of a pregnancy so that students 
would have an “opportunity to study the 
effects of pregnancy and birth upon the 
family and ... the physical and emo- 
tional development of children.” 


THE CLINICAL SCIENCE PROGRAM 


The plan for accomplishing these ob- 
jectives has been a part of the broader 
clinical science program. This is an 
interdepartmental project in which all 
students participate for 4 years. There 
are several aspects to it: lectures, the 
activities of the clinical preceptor with 
his group of students, and the Family 
Study (Chart 1). The teaching of phys- 
ical diagnosis and a continuity out- 
patient service are other aspects of the 
clinical science program. 


PRECEPTOR MEETINGS 


Students in groups of eight meet once 
or twice a week with a faculty member 
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CLINICAL SCIENCE PROGRAM 
Four Year Study of Infant and Family 


LECTURE PROGRAM 
2% Years 
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FAMILY STUDY 
4 Years 


PRECEPTOR 
GROUPS 
4 Years 


CHART 1.—The parts of the clinical science program related to 
the study of the family are shown. The concepts presented in lec- 


tures and the experiences in the facilities (clinic, home, hospital) 


who serves as a clinical preceptor. This 
kind of exercise continues throughout 4 
years, with a new preceptor each year 
and changes in the student groups. In 
the preceptoral meetings they discuss 
material arising (a) from contacts with 
the family and (b) from the lectures. 
A description of these meetings and the 
subjects considered by one first-year 
class have been reported by Horowitz, 
Brozgal, and Eaton (5). The precep- 
toral group discussion is free and more 
leisurely than can be carried on with an 
instructor in the busy clinic. The com- 
ments of fellow students are often 
sharper than the preceptors would make 
them and therefore more effective in 
changing attitudes. 


LECTURE SERIES 


Two types of lectures are presented 
in the clinical science program. Some 
provide explanatory and preparatory in- 
formation in such matters as prenatal 
care, interviewing the prenatal patient, 
the birth process, contraception, infant 
feeding, well child care, physical exam- 
ination. Much of this material is sched- 
uled early in the first year. Later, the 
emphasis is on such broad areas as the 


are discussed in the preceptor groups. 


physiology and psychology of child de- 
velopment, family relations, the family 
as a social institution. Table 1 gives 
the lecture sequence for the first-year 
class in 1958-59. The lectures have fre- 
quently been changed, and the sequence 
has been rearranged to fit better the 
students’ readiness. The free discus- 
sion in the preceptor group helps to 
bring lecture material to bear on the 
students’ own thinking and their experi- 
ences. It permits expression of objec- 
tions and interpretation of other persons. 

In the first half of the second year 
the lectures are designed to show the 
student that behavior can be studied 
scientifically. Various aspects of the 
rearing of the young are brought out by 
examples from animal observation and 
anthropological data. During this se- 
mester there is a 2-hour-a-week lecture 
and discussion course in child psychiatry. 
The psychoanalytic theories of child per- 
sonality development are presented. 
Child management problems that have 
already appeared or may be anticipated 
as the child grows older are discussed, 
and practical suggestions for their man- 
agement are given. This course comes 
at a time when the parents are raising 
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questions and student interest is at a 
high level. 

In the first semester of the third year 
the clinical science lectures describe the 
organization of medicine and the eco- 
nomics of medical care. In the middle 
of the third year the whole class exer- 
cises are concluded, and the students be- 
gin their hospital clerkships. 


THE GENERAL PLAN FOR 
STUDENT AND FAMILY 

In the fall of the first year each stu- 
dent is assigned a family selected from 
the obstetric clinic. He is the doctor- 
in-training for this family throughout 
his 4 years in school. Before he meets 
the mother the student is prepared by 
lectures and by discussions in his pre- 
ceptor group. He realizes that he is 
“on call” to this family from the first 
day that he meets them. The mother 
is in the last trimester of pregnancy. 
She has no outstanding obstetrical or 
medical problems. Her family is be- 
lieved to be free of obvious social, emo- 
tional, or medical abnormalities. They 
have no more than three children and 
have no plans for private medical care 
for the baby. Most of the patients are 
Negro. 

Participation in the Family Study.— 
The program is offered to the prenatal 
patient by the obstetrican and then ex- 
plained in more detail by a social worker. 
It is made clear that a beginning stu- 
dent will be their student physician and 
will help them obtain appropriate medi- 
cal care for any difficulties that may 
arise. They understand that regular 
home visits will be made but no medical 
care will be provided in the home. All 
diagnostic studies and treatment will be 
done in the facilities of the hospital. The 
patient is requested to discuss the plan 
with her husband before they make a 
decision about joining. 

Meeting the mother—The Family 


TABLE 1 
CLINICAL SCIENCE LECTURES FOR THE 
FIRST-YEAR CLASS 
Month Lecture 


September Discussion of the Family Study 
by a Second-Year Student 
and His Family, a Fourth- 
Year Student and His Family 

Prenatal Care 

Demonstration of a Prenatal 
Interview by Closed Circuit 
Television 


October Psychological Aspects of the 
Prenatal Patient 
Birth Process 
Contraception and Planned 
Parenthood 
Breast Feeding—Physiology and 
Psychology 


November Infant Feeding 

Taking the History for the 
Family Clinic Visits 

Demonstration of Physical Ex- 
amination of an _ Infant 
(Small Group Sessions) 

Student-Patient, Student-Fac- 
ulty Relationships and Prob- 
lems 


December Clinical Research and the Re- 
sponsibilities of the Physician 
Illness in Young Children—Its 
Effect on the Child and the 
Family 
Evaluation of the Student in 
Clinical Science 


January Physical Examination of Ear 
Physical Growth and Develop- 
ment 
Behavior Development, First 
Year 
Behavior Development, First 
Year 
Suckling and Weaning 


February Feeding Problems 
Mother-Child Relationship 
Family Relationships 
Family Relationships 


Physical Examination of Chest 
Physical Examination of Lungs 
Physical Examination of Heart 
Talking with Patients 
Talking with Patients 


Attention and Spoiling 

Family as a Social Institution 
Family as a Social Institution 
Welfare Agencies 


Toilet Training 
Personality Development 
Personality Development 
Professional Responsibility 
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Study social worker prepares a summary 
of her interview with the mother and 
gives this to the assigned student in 
advance. She shows him a copy of a 
letter that has been sent to the family 
which has explained that he is a student, 
to reassure him that he is not operating 
under false pretenses. The social worker 
introduces the mother early in his first 
year. He talks with her for about 20 
or 30 minutes in an office. During this 
discussion he starts his study of the 
family. He also explains to the mother 
where and how he can be reached by 
telephone at any time. He makes ar- 
rangements for his first visit to the 
home. Following the interview the stu- 
dent accompanies the mother to the ob- 
stetric clinic and observes the care given 
to her. 

The student attends most of the 
mother’s prenatal visits from this first 
contact in the third trimester to the 
time of delivery which may be as early as 
October or as late as April. 

Home visits—Home visits are dis- 
cussed in the preceptor groups before the 
first students undertake this venture. 
The purpose of these visits is to become 
acquainted with the members of the 
family in their usual environment, make 
observations, and secure additional his- 
tory. The objective is educational, and 
the visits are not comparable to house 
calls made by a physician for the treat- 
ment of an illness. The students make 
at least one visit before the baby is born 
and at approximately monthly intervals 
thereafter. Students in the preceptor 
sessions are eager to discuss questions 
about professional conduct. 

As soon as the student is introduced 
to the family he is apt to be called 
“doctor” by them and to be asked medical 
questions. He is instructed and care- 
fully guided in how to answer these, 
usually explaining that he does not know 
the answer but will obtain it from a 
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doctor who knows about the problem. 
The student then calls his preceptor who 
may ask for further data, and either 
refer the student to another source or 
answer the question. The risk of stu- 
dents’ assuming responsibility for medi- 
cal problems too soon is repeatedly 
stressed by lecturers, preceptors, and 
clinic instructors. Several procedures in 
the clinic are designed specifically as 
checks and controls on the students’ 
activities. 

It is considered essential that the stu- 
dent be present during the mother’s 
labor and delivery. It has been neces- 
sary, therefore, to devise a reliable sys- 
tem of notification of the student. The 
most effective method has been direct 
communication with the student by a 
member of the family when the mother 
leaves for the maternity hospital or as 
soon as she arrives there. The staff of 
the maternity hospital—nurses, secretar- 
ies, and doctors—check to be sure the 
student is present. 

The student stays with the mother 
during labor and is present at the deliv- 
ery. He visits the mother at least once 
a day while she is in the hospital. A 
special examination of the baby is car- 
ried out by a pediatrician in the presence 
of the student and mother to answer 
questions about the baby and its man- 
agement. Homegoing instructions have 
been prepared which have the same con- 
tent as the routine hospital instructions 
but list the student physician as the 
person to call if problems arise. Every 
student visits the home of his family 
in the first week at the time the Visiting 
Nurse comes to care for the mother and 
infant. The student attends the mother’s 
postpartum check. This usually marks 
the termination of his activities with 
the mother as a patient until another 
need for medical care arises. 

The infant—From the time the 
mother and the infant are discharged 
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from the hospital, the focus of the stu- 
dent is on the baby and its care in a 
special student clinic in the pediatric 
hospital, called the Family Study pedi- 
atric clinic. This is inaccurately short- 
ened to “The Family Clinic” throughout 
the medical center. It is a “Family Clin- 
ic” in the sense that student and instruc- 
tor are oriented to the whole family, but 
only children are actually examined here. 
The adult members of each family re- 
ceive their medical attention in other 
units of the university hospital. The 
first visit to the Family Study pediatric 
clinic usually takes place when the in- 
fant is 3 weeks old. The appointment 
for this is sent to the student and family. 
The nurse or a pediatrician meets with 
the student in the clinic a week ahead 
of this to prepare him for his activities 
there. 

The first visit—The student is asked 
to bring a written history which he has 
prepared about the family, the mother 
and her pregnancy, labor, and delivery, 
and the infant. The student presents and 
talks over the information that he has 
about the mother, infant, and family 
with a pediatric instructor. They then 
go together to the cubicle where the 
mother and baby have been waiting. 
The pediatrician, with some participa- 
tion by the student, discusses the details 
of the baby’s condition and management 
with the mother. The instructor does 
the physical examination and demon- 
strates the methods and findings to the 
student. At the end of the session the 
student makes the appointment for the 
next visit. On this first visit the average 
amount of time spent by the student is 
slightly more than 3 hours, and the 
pediatrician averages 114-2 hours with 
him. 

The second visit—The second visit 
follows a pattern that is typical for the 
subsequent visits. The student visits the 
home to obtain an interval history about 


1653 


the infant and the family since the last 
clinic appointment. He brings this to 
the clinic written on regular clinic his- 
tory paper. He greets the mother when 
she arrives, takes her to a cubicle and 
talks with her a few minutes to bring 
the history up to the moment, then pro- 
ceeds with the physical examination, 
weighing and measuring the baby. After 
he has written this up, the pediatric 
instructor goes over all the information 
slowly and carefully with the student. 
The instructor may read the student’s 
history and physical or he may ask for 
an oral presentation. During this period 
the student is encouraged to think and 
talk about the rest of the family as well 
as the patient. He is advised to carry 
some of the larger issues that arise to 
his preceptor group, for fuller discus- 
sion. The student and the pediatrician 
together then talk with the mother, re- 
peat the examination, and make plans 
for the interval until the next visit. The 
student gives the appropriate immuniza- 
tion injections, with the help of the 
nurse or doctor. He gives any further 
instructions to the mother that he and 
the pediatrician have agreed upon in a 
brief discussion after leaving the cubi- 
cle. The student then arranges the ap- 
pointment for the next visit. 


Family Clinic visits in the first year.— 
The visits to the Family Clinic during 
the first year are more uniform in con- 
tent than later. This is partly fortui- 
tous and partly planned. Many clinic 
procedures are rather rigidly structured 
to help the student. During the first 
visits he is struggling to gain a degree 
of competence at history-taking and 
physical examination, to become accus- 
tomed to the clinic environment and the 
routines of well baby care. At the same 
time he is attempting to establish a 
good relationship with his family and 
make a respectable impression on them. 
In this first year the pediatrician re- 
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checks much of the history himself, re- 
peats the physical examination in front 
of the mother with the student, and often 
gives directions and explanations di- 
rectly to the family. It is fortunate that 
the first few visits are usually concerned 
with routine matters and that illness is 
rare. The examination of the ears, 
lungs, and heart by the student is de- 
layed until later in the year, after lec- 
tures and practice sessions have been 
given to the entire class. 

Family Clinic in the second year.—In 
the second year developments with the 
infant and in the family lead to more 
diversified experience. Many challeng- 
ing problems become evident. 

The amount of direct participation in 
the care of the family by the pediatric 
instructor is gradually reduced in the 
second year. This varies according to 
the experience and ability of the indi- 
vidual student. The instructor reviews 
parts of the history with the mother, 
checks questionable areas of the physical 
examination. After the pediatrician and 
student have agreed on the instructions, 
they are usually presented to the family 
by the student himself. This by no 
means reflects a lack of supervision of 
the care of the patient. The history is 
often discussed with the student at even 
greater length, because so many child 
and family management questions arise. 
The instructor is alert to deficiencies or 
discrepancies in the story, and he usually 
knows the family rather well by this 
time. He always examines the baby, but 
now he does so in a less elaborate 
manner. If the child is ill he does a com- 
plete examination and gives the instruc- 
tions to the mother but is more selective 
if the patient is well. 

Illnesses and emergencies.—If an un- 
expected need for medical care arises, as 
it frequently does with young children, 
arrangements are made for the student 
to be present whenever possible. If the 
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Family Study pediatric clinic schedule 
is too full, the patient will be referred 
to the general pediatric clinic or what- 
ever facility is appropriate. At night, 
weekends, and holidays, these problems 
are handled by the pediatric resident 
staff in the hospital emergency ward. 
Experience has shown that it is essential 
to impress on the student the necessity 
for reporting and discussing these visits 
in other clinics with the Family Study 
staff. Otherwise the follow-up care of 
the patient and the further instruction 
of the student become disjointed and 
unreliable. 

Family Clinic in the third and fourth 
years.—In the fall of the third school 
year the students incorporate the older 
siblings into their “practice.” They care 
for any new babies whenever they may 
appear. In the second half of the third 
year the students become physician to 
the parents, too. The supervision of their 
care is provided by the preceptor, who 
is an internist. Once a month there is 


a conference of the preceptor group in 
which one family is discussed in toto 
under the joint leadership of the pedi- 
atric instructor, the internist, and a so- 


cial worker. Greater responsibility is 
given to the students during this later 
period in medical school. They are en- 
couraged to decide themselves when ap- 
pointmerts should be made, what studies 
should be carried out, and what plans of 
management seem best. As before, the 
student must still have the instructor’s 
approval of every step. The amount of 
supervision required at this level varies 
greatly. 

Termination.—Much of the medical 
care of the family in the fourth year 
is preparatory for termination. Four 
months in advance the students are asked 
to discuss this matter with their fami- 
lies. They explain the private and clinic 
facilities available for the children and 
the adults. They encourage the family 
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to make a decision in advance so that 
they can make a satisfactory referral. 


SUM MARY 


In the fall of his first year every 
medical student at Western Reserve Uni- 
versity is assigned a family selected 
from the obstetric clinic. The student 
studies this family and participates as 
doctor-in-training for them throughout 
his 4 years in school. He helps them 
obtain appropriate medical care when 
the need arises. The student attends 
the prenatal visits of the mother-to-be 
and is present during her labor and de- 
livery. After the mother and infant are 
discharged from the maternity hospital 
the student physician focuses his atten- 
tion on the baby and its care in a spe- 
cial teaching facility, the Family Study 
pediatric clinic. He is given gradually 
increasing responsibility, always under 
supervision, for this child, then the sib- 
lings, and, in the third and fourth years, 
the parents. A series of lectures and 
regular small group discussions with a 
clinical preceptor complement the stu- 
dent physician’s experiences with his 
family. 

The student usually examines the 
children, whether they are healthy or 
sick, in the Family Study pediatric clinic. 
He goes to the family’s home a day or 
two before each scheduled appointment 
to prepare an interval history about the 
infant and the family since the last 
clinic appointment. These visits give 
him an opportunity to “make direct ob- 
servations of the patient in the patient’s 
own environment.” Medical care is not 
provided in the home, but in the facili- 
ties of the hospital. The student must 
check with a physician whenever he is 
consulted by the family. 

This long-term experience with a fam- 
ily shows the participating students 
some of the “social, economic, and emo- 
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tional factors which are often significant 
in the prevention, diagnosis, and treat- 
ment of illness.” 
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Experience with a Medical School Family Study* 
Il. Personnel and Facilities 


JOHN H. KENNELL, 


Western Reserve University, School of Medicine, and 


Three hundred and twenty families are 
enrolled in the Family Study. There 
are 320 student physicians, each of 
whom, like the graduate physician, has 
his own somewhat individual conception 
of his role and of the needs of his family. 
Supervision of this number of students 
and families requires, it was soon 
learned, a carefully selected team of full- 
and part-time members. 

The students who are now participat- 
ing in the Family Study have a richer, 
better organized learning experience, 
with a more efficient use of their time 
than did the students in the first class- 
es. Special facilities for student teaching 
have been built. The hours of teaching 
and the number of instructors have 
multiplied. The role of each of the staff 
members has been developed and defined 
with experimentation. Where each works 
at the present and how each coordinates 
his responsibilities with the others to 
teach and assist students with the care 
of their families will now be described. 


PERSON NEL 


The director.—Soon after the director 
took over the responsibility of the Fam- 
ily Study it became clear that this was 
a full-time position. He instructs stu- 


*The establishment of a Family Study 
was made possible by a grant from the 
Commonwealth Fund. 

+ Assistant Professor of Pediatrics; 
formerly Director of the Family Study 
pediatric clinic, 1952-1960. 
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University Hospitals, Cleveland, Ohio 


dents in the clinic 1 or 2 half-days each 
week, but this is only part of his teach- 
ing responsibilities. The guidance of 
students in the care of families cannot 
be confined to any schedule. Problems 
arise at all times of the day and night. 
Furthermore, all other parts of the clini- 
cal science program have to be carefully 
integrated with what goes on in the 
Family Study pediatric clinic. As the 
clinic staff enlarges, the director has 
more coordinating duties. He found thet 
“corridor consultations” with students 
were unsatisfactory. Individual confer- 
ences have taken an increasing share of 
his time. This has given him less time 
for routine teaching in the clinic, and it 
has been necessary to obtain a full-time 
pediatric instructor to assist him. 

Communicating with different groups 
of preceptors requires his presence at 
each of their regular meetings. With 
the recruiting each year of an appreci- 
able number of new preceptors, unfamil- 
iar with the clinic and its aims, it has 
become apparent that this coordinating 
function will have to be continued 
indefinitely. 

The director has to bring current in- 
formation to the preceptors about the 
students and their families. For ex- 
ample, he might report to one that extra 
coaching of student A had helped him 
get material from the family that clearly 
indicated the need for referral to the 
Family Service Association; that stu- 
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dent B, faced by the problem of missed 
appointments in his family, had reacted 
by threatening to take a tough, author- 
itative approach. In the last case an 
individual conference was arranged, and 
it was decided, between the director and 
the preceptor, that a discussion by all 
the students in the preceptor group 
might be productive. 

As more has been learned about what 
students can and cannot apply in clini- 
cal practice, the director has participated 
in the planning of clinical science lec- 
ture courses so that they can be adapted 
to the readiness of the students. 

One of the requirements of the director 
of the clinic is to adjust its procedures 
so that they will dovetail with the stu- 
dents’ other basic science courses. For 
example, the vaccination and tuberculin 
testing of the infants in the second year 
and examination of their heart and lungs 
in the first year are carried out just after 
these subjects have been studied. There 
is the complex problem of scheduling the 
clinic sessions so that they do not con- 
flict with laboratories and lectures. The 
director keeps a check on the activities 
of individual students to ascertain that 
they do not devote an excessive amount 
of time to their families. 

Full-time pediatrician.—The full-time 
pediatrician instructor assists and sub- 
stitutes for the director in all these 
often-conflicting duties. He carries a 
heavy teaching load in the clinic. He 
provides continuity for the supervision 
of students in their clinical problems, 
which often require day-by-day or hour- 
by-hour consultation. It is particularly 
important that he keep track of acute 
problems which were first brought to the 
emergency ward or pediatric clinic to 
be sure that they are transferred to the 
consistent supervision of preceptor or 
Family Study pediatric clinic instructor. 

Executive secretary.—The Family 
Study executive secretary is the focal 
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point of a large communication system 
between the families, students, and in- 
structors. When a family calls for help 
or advice during the day, it is her tele- 
phone which rings. Because of her re- 
sourcefulness and experience (sometimes 
it seems like intuition), she manages 
to locate the student-physician usually 
within a few minutes, occasionally after 
hours of inquiry, and transmits the mes- 
sage to him. If he is in class she ar- 
ranges for a notice to be left outside 
the lecture room. Between lectures he 
telephones her for the details. He may 
learn that the family’s problem was a 
pressing one, that the secretary has con- 
sulted the pediatrician, and that an ap- 
pointment has already been made for an 
emergency visit during his lunch hour. 
This is rather rare compared with the 
many telephone calls that are about less 
urgent matters. With these neither the 
secretary nor the pediatric instructor 
question the caller about the problem 
but leave this up to the student. The 
secretary’s duties are comparable to 
those of a telephone call service operator 
except that she has to take more pre- 
cautions because of the inexperience of 
her clients. After the student has talked 
to the family she may help him to find 
a pediatric instructor to consult. The 
next day when the instructor or precep- 
tor is wondering about how the problem 
turned out she contacts the student for 
him. All day there is a stream of stu- 
dents through her office with such prob- 
lems as changing an appointment, asking 
for help in locating a family that has 
moved, inquiring about what age a rou- 
tine urinalysis is indicated, and to seek 
help and guidance with family problems. 
She sends letters to a beginning student 
and his family about the first appoint- 
ment in the clinic and 3 years later 
collects his final reports in preparation 
for termination. She has a direct tele- 
phone line to the director, and to the 
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nurse and clerk in the clinic with whom 
she is in contact at least every hour. 

Nurse.—The Family Study pediatric 
clinic nurse is crucial in the operation 
of the clinic. To the students she is 
instructor, counselor, mother-confessor, 
moral supporter. To the mothers she is 
a friend, helper, advisor, comforter, baby 
sitter. She sets the atmosphere of the 
clinic. She maintains a thread of con- 
tinuity—for students, parents, and in- 
structors—through all the clinic sessions. 
She orients students to the clinic before 
the first visit. She instructs as she 
works by helping the students with 
weighing, measuring, temperature-tak- 
ing, and injections. She has the difficult 
task of maintaining family morale dur- 
ing the rather long period when the 
student is writing up the physical ex- 
amination and talking with the instruc- 
tor. The loyalty of patients to this nurse 
has been supporting to those students 
who feel that they have not yet gained 
the confidence of their family. She as- 
sists the clinic clerk with telephone calls, 
appointments, and communication with 
the executive secretary. 

Clinic clerk.—The Family Study pedi- 
atric clinic clerk takes care of the de- 
tails of checking the patients in and out 
of the clinic. She helps the students 
make and change appointments in the 
Family Study pediatric clinic or in other 
hospital clinics. She regulates the num- 
ber of students attending each clinic 
session according to formulas based upon 
student experience and need. She keeps 
statistics of the visits, cancellations, and 
missed appointments of families and stu- 
dents. These have proved to be valuable 
in supervising and counseling students. 
She assists the executive secretary in 
answering the clinic telephone, in con- 
tacting families and students. She also 
assists and relieves the nurse in her 
duties. 

Pediatric instructors.—At the present 
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time there are twelve pediatric instruc- 
tors participating in the Family Study 
pediatric clinic. Eight of these are part- 
time appointees in the Department of 
Pediatrics; four are full-time faculty 
members. Two of the latter (the di- 
rector and the full-time pediatrician) 
devote most of their time to the Family 
Study pediatric clinic and its associated 
activities. The other ten teach in the 
clinic 1 or 2 half-days per week. This 
has been considered part of the medical 
school teaching assignment for the full- 
time pediatricians. The part-time in- 
structors have been given a small hono- 
rarium each year. At times fellows in 
pediatrics or child development have 
served as instructors. Only one pedi- 
atric resident has been thought to have 
sufficient background and mellowness to 
participate as a pediatric instructor. 


It has proved essential to choose pedi- 
atricians who have a real interest in the 
family aspects of medicine and child 
development. They must like people, like 
students, and like teaching. They must 
be willing to forego the glamour and 
prestige of ward teaching with its more 
circumscribed demands on time and en- 
ergy. They must accept less spectacular 
long-term gains, mixed with frequent 
disappointments, in student growth and 
development. They must listen rather 
than tell, work through the student rath- 
er than above or around. They must wash 
out ears, demonstrate over and over 
again how to give vitamin drops or an 
injection. At the same time they must 
evaluate the most complicated social, 
emotional, and medical situations, judge 
the student, and select an individualized 
role for him that will be professional, 
appropriate, and challenging, but not 
overwhelming. They must be able to 
teach unhurriedly in a sometimes hur- 
ried situation. They must be able to 
temper the student’s eagerness to apply 
concepts to the realities of the family 
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situation. They must have warmth and 
patience. They must be selected with 
the greatest of care at the right time 
in their careers. It is usually the physi- 
cians who possess these qualities and in- 
terests who are able to “find the time” 
to teach in the Family Study pediatric 
clinic. 

For 7 years the director has been 
promising the clinic staff that their staff 
meeting held every 2 weeks—to clarify 
aims and procedures, to discuss the prob- 
lems of individual students and families, 
to orient new instructors—would soon 
need to be less frequent. There is no 
evidence that this is in sight. 

The instructors spend an average of 
3 hours in the clinic each week. They 
work 12 months a year. The amount 
of time spent by each of these instructors 
is much greater than that required of 
part-time pediatricians in other teaching 
assignments. 

Social case workers.—One of the two 
Family Study social workers is present 
or available at each clinic session. They 
are familiar with the families, because 
they have interviewed and selected them. 
They assist the students in two ways: 
with direct case work and with consulta- 
tion. In a great majority of instances 
the social case workers serve as con- 
sultants when the students turn to them 
for advice about the significance and 
management of broken appointments or 
repeated tardiness, about channels for 
seeking employment, better housing, re- 
lief, referral to other social agencies. 
When a student is baffled about how to 
secure information from his patient 
which will clarify a suspected domestic 
tension or the underlying cause of a be- 
havior problem in a child, he may con- 
sult the social worker. In some instances 
assistance in techniques of interviewing 
may enable him to proceed; in others 
the social worker may interview the pa- 
tient and then, through discussion of 
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the material, guide him. Sometimes the 
family is referred to the appropriate 
community agency. Only rarely does 
the clinic social worker continue direct 
case work herself. 

The social workers and their secretary 
have their offices in the maternity hos- 
pital near the obstetric clinic. They 
work closely with the personnel of that 
clinic to make certain that all the ar- 
rangements for students and their fam- 
ilies are carried out. They introduce the 
students to their families. In the first 
year, up to the time of the mother’s de- 
livery, this secretary notifies students 
if the family calls with a medical prob- 
lem (usually the onset of labor) during 
the school hours. During the remainder 
of the 24 hours the hospital information 
desk takes care of this. This secretary 
relays information about admissions and 
deliveries to the executive secretary. A 
reliable prompt communication system of 
this sort is necessary to make certain 
that every student and family is given 
all the planned instruction and super- 
vision. 

Social case worker assigned to precep- 
tor group.—One social case worker is as- 
signed to each preceptor group for teach- 
ing purposes (a dozen social workers, 
including the two from the Family Study 
pediatric clinic, participate in this pro- 
gram; many of them are attached to two 
or more groups, since social workers 
meet with 30 preceptor groups). The 
function of the worker assigned to the 
preceptor group is not to provide direct 
case work services but to participate in 
the discussions about the families, con- 
tribute her special knowledge about 
interviewing, family relationships, com- 
munity agencies, and assist the preceptor 
in the leadership of the group. The 
reciprocal relationship of the preceptor 
and social worker depends of course on 
the background and temperaments of 
each. 
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The social worker in the preceptor 
group serves another valuable communi- 
cation function in taking the information 
she acquires from case discussions in 
the group to the two Family Study pedi- 
atric clinic social workers. The latter, 
in turn, call this to the attention of other 
members of the clinic staff so that the 
care of the families and the instruction 
of the students can be consistent. 

Consultations and referrals.—In addi- 
tion to the Family Study pediatric clinic 
staff members mentioned above, students 
and their families quite frequently need 
the help of certain consultants and hos- 
pital service facilities. 

Psychiatric consultation.—The student 
is alerted to peculiarities of behavior as 
signs of psychiatric or domestic problems 
in his instruction. When he notes an 
unusual incident he soon reports it to 
his preceptor or Family Study pediatric 
clinic instructor, who guides him in the 
gathering and interpretation of further 
information. If it is decided that the 
problem is beyond the experience of the 
instructor the student takes it to the 
psychiatric consultant. Sometimes the 
psychiatrist interviews the patient in the 
presence of the student. The main pur- 
pose of his contribution is education and 
not service, but, as usual in clinical 
teaching, the two cannot be divorced. 
He helps the student work with difficul- 
ties that are within his ability. If the 
problem is one which requires regular 
psychiatric treatment, the Family Study 
psychiatrist does not undertake this but 
refers it to the regular adult or child 
psychiatry clinic. Here special arrange- 
ments for students and their families 
have been made. The student’s patient 
is seen promptly. The student presents 
the history of the patient before the 
regular personnel at the usual intake 
conference. He attends any subsequent 
staff meetings that are concerned with 
his patient, and he is kept informed of 
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progress. In child psychiatry clinic the 
student is included in the interviewing 
of the child and the family. In some 
cases the student has been able to take 
an active role in the psychiatric manage- 
ment of the child under the supervision 
of a child psychiatrist. 

The psychiatric consultant.—The suc- 
cess of the psychiatrist is dependent on 
his ability to fit comfortably into un- 
familiar facilities, to focus on problems 
that are different from those that usually 
come to the psychiatric office, and to 
adapt his teaching to wide differences 
in student readiness. When there are 
problems in the area of the doctor- 
patient relationship the psychiatrist 
clarifies the factors not only in the pa- 
tient but in the student’s handling of 
the case. 

The psychiatrist and the social worker 
report faithfully on progress and recom- 
mendations not only to the student but 
to the student’s preceptor and pediatric 
instructor so that the instruction of the 
student and the care of the patient are 
well coordinated. 

Care of the family in illness —A fam- 
ily sooner or later may require the serv- 
ices of another clinic or ward of the 
university hospital. A father’s ulcer 
perforates, a mother has a vaginal hem- 
orrhage, a child develops croup. A 
grandmother may have to be admitted to 
a tuberculosis hospital. A student may 
be brought into contact with a private 
physician to whom the family has turned 
because of an emergency. In following 
the family through such experiences the 
student sees many aspects of medical 
care. He learns something about the 
contribution of various medical special- 
ties, about the making of referrals from 
the point of view of both professional 
relationships and hospital administra- 
tion, about facilities and the lack of them 
(such as the difficulty of finding dental 
care), about thoughtful care of patients, 
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and about care which is superficial or 
insensitive. The student’s close identi- 
fication with his family makes him 
acutely sensitive in episodes involving 
thoughtlessness and tactlessness, and 
these can be used effectively in teaching. 


Last year 27 students had a child from 
their family admitted to the university 
hospital for acute illness. The Family 
Study staff introduces the student to the 
house officers and nurses on the division, 
explains hospital protocol and the stu- 
dent physician’s role during the hospi- 
talization. The student makes frequent 
visits to the patient and discusses his 
progress with the medical staff. He 
keeps the family posted on the patient’s 
condition and helps them with explana- 
tions and support. An actual example 
will demonstrate a student’s participa- 
tion. A 2-year-old boy was admitted 
with hematuria. The student explained 
to the family the procedures that were 
carried out to diagnose and then re- 
move a malignant tumor of the bladder. 
The discharge was arranged quite sud- 
denly. The student arrived to find that 
the mother had talked with the ward 
doctor who had already left. He was 
quite puzzled about how she would fol- 
low his instructions. She had been told 
to keep the boy warm, to give him a well 
balanced diet, and to buy him a medicine 
that should be given every 4 hours. The 
student realized the predicament of the 
family: the father had been out of work, 
the gas for heating had been turned off, 
and they had been eating odd meals with 
friends because they had no money for 
food. The student promptly contacted 
the Family Study social worker. By the 
end of the day arrangements had been 
made for the gas to be turned on, and 
an emergency allotment had been given 
to the family for medicine and food. 
With this help from the student physi- 
cian the doctor’s instructions were car- 
ried out in full. 
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The ambulatory care of the families 
takes place in three main locations: the 
obstetric clinic, the pediatric clinic and 
the Family Study pediatric clinic in the 
children’s hospital, and a special teaching 
clinic in the Department of Medicine. 
Fortunately these units are close to- 
gether and are interconnected. 


Whenever possible, special locations 
for student teaching and separate per- 
sonnel were obtained so that the phil- 
osophy of instruction could be controlled. 
Excellent patient care is essential for 
the best student teaching, but in these 
student clinics every effort is made to 
keep the former from interfering with 
the latter. 


The special facilities at the maternity 
hospital consist of four interviewing 
rooms adjacent to the obstetric clinic. 
Here the social case workers talk to 
prenatal patients who might be candi- 
dates for this program and make their 
selections. Here every student meets 
and has his first interview with the 
mother. It is here that the two social 
workers carry on most of their con- 
sultations with students. These rooms 
may also be used by students at any 
time during the 4 years when they wish 
to arrange a quiet discussion with a 
member of the family, since neither of 
the other clinic settings affords any 
privacy. 

The students watch the obstetrican 
give prenatal and postpartum care to 
their patients in two of the examining 
rooms of the regular obstetric clinic. 


The Family Study pediatric clinic is 
a student clinic located in a wing of the 
pediatric clinic in the hospital for babies 
and children. It consists of five cubicles 
situated around a central secretarial and 
nursing area. This is a small waiting 
room with play facilities for children. 
The adjoining hallways and a conference 
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room across the corridor from the clinic 
contain desks where a student may write 
up his record and discuss his family 
with an instructor. Each cubicle has a 
small examining table, a desk, and two 
chairs. 

Since the Family Study pediatric clinic 
in the pediatric hospital is not physi- 
cally suited for the care of adults, it is 
necessary that the parents of the stu- 
dent’s patient be seen in a special teach- 
ing clinic in the Department of Medicine. 


SUM MARY 


A special full- and part-time staff as- 
sists the student in the study and care 
of his family in the facilities that have 
been constructed for the Family Study. 
The activities of the different staff mem- 
bers—director, full-time pediatrician, ex- 
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ecutive secretary, nurse, social worker, 
and clinic clerk—have been outlined. The 
executive secretary is the focal point of 
the communication system for students, 
families and instructors. The pediatric 
instructors in the Family Clinic have 
unusual and challenging responsibilities, 
instructing and supporting students 
without compromising the medical care 
of healthy as well as sick infants. 

There are two social case workers and 
a psychiatrist assigned to the Family 
Study pediatric clinic to help the stu- 
dents and instructors with social and 
emotional problems in the families. The 
regular hospital facilities and consult- 
ants have been utilized for the care of 
the children and adults when problems 
arise that cannot be managed in the 
student teaching clinics. 
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Experience with a Medical School Family Study* 


III. Student Experience and Learning 


JOHN H. KENNELL, M.D.t 
Western Reserve University, School of Medicine, and 
The University Hospitals, Cleveland, Ohio 


In a Family Study for medical students, 
just what problems and events can be 
expected in a group of average families? 
What is a student ready for and what 
does he find as he advances through 
medical school? What kind of instruction 
does he profit from? 

It has been surprising to the pediatric 
instructors how much pathology, con- 
genital and acquired, has appeared each 
year in 320 families. In answering a 
questionnaire from Columbia University 
Bureau of Applied Social Research, be- 
tween 60 and 90 per cent of the students 
report having dealt with a medical prob- 
lem during the current year. 

During a period of 6 months in 1953, 
79 first-year students reported the fol- 
lowingi: There were seventeen problems 
of pregnancy and the puerperium, in- 
cluding six cases of toxemia and two of 
ante partum bleeding; 32 diseases of 
infancy, excluding infections, had been 
encountered—the largest number (six- 
teen) were eczema and rashes, the others 
ranged from brachial palsy to respira- 
tory distress syndrome. Among the 21 
congenital or hereditary defects there 
was one clubbed foot, one case of sickle- 
cell anemia, and one of mongolism. There 
were 156 infectious diseases; the largest 


* The establishment of a Family Study 
was made possible by a grant from The 
Commonwealth Fund. 

+ Assistant Professor of Pediatrics; 
formerly Director of the Family Study 
pediatric clinic, 1952-1960. 

t This information was collected by Dr. 
W. S. Jordan. 


number (110) were acute respiratory 
infections and common contagious dis- 
eases, chicken pox (thirteen), measles 
(one) and pertussis (one). Other in- 
fectious processes were gastroenteritis 
(six), pneumonia (two), pyelonephritis 
(one), tuberculosis (two), gonorrhea 
(three), syphilis (three), conjunctivitis 
(nine), otitis media (three), sinusitis 
(one) and bronchiolitis (one). The six- 
teen surgical procedures included five 
hernia repairs, one incarcerated inguinal 
hernia, and one oophorectomy. 

These illnesses or defects added up to 
261 in a total population of 316. Of 
course, in the students’ second, third, 
and fourth years the distribution of 
problems deviated from this; but there 
was appreciable illness. This same class, 
at the end of the fourth year in 1956, 
reported five deaths in this original group 
of 79 families, plus three neonatal deaths 
in families that had been selected as 
replacements. One father died of tuber- 
culous peritonitis, one mother from the 
effects of a criminal abortion, one child 
from leukemia. On the average, there 
have been three deaths in the families 
assigned to one class over a 4-year 
period, most of them in the neonatal 
period. During a recent sample twelve 
month period 41 Family Study children 
were hospitalized. 

These figures show clearly that, though 
the aim is to select families without 
major pathology, considerable illness will 
occur. 

So much for over-all figures. What 


1663 


| 
cin 
* 


1664 Journal of Medical Education 


does an individual student encounter? 
The following is reasonably representa- 
tive. It is from the report written by 
a student in 1956 at the end of 4 years 
with a family. The father was 29 years 
old, the mother 27. There were three 
children, 7, 3, and 114 years of age. 
It may give a sharper picture of how 
the numbers of medical problems are 
related to the experiences of an individ- 
ual student. 

“The specific deviations from norma] 
encountered in my family were: sebor- 
rheic dermatitis (from milk) in the 
older sibling, camphor and methyl] sali- 
cylate poisoning—ingested by the older 
sibling—requiring hospitalization for 24 
hours, numerous “colds,” sore throats, 
and chest colds in all of the family, 
three to four bouts of diarrhea in the 
younger sibling, premature ejaculation 
of 2% years’ duration in father of fam- 
ily, older sibling born with webbing of 
third and fourth toes of right foot, cer- 
vical polyp in the mother.” 

“I feel that I was able to inform the 
parents in the family about diseases 
affecting children and also adults. Our 
discussions centered about: the cause 
and treatment of colds; poliomyelitis— 
cause, treatment, prevention; toilet train- 
ing; breast feeding—pros and cons; 
general philosophy of disciplining and 
up-bringing of children; congenital and 
developmental abnormalities—their pos- 
sible cause, treatment, and effect on the 
growth and development of children; 
pregnancy—the physiology, the effects 
it may have on other children in the 
family; the effects of worry and anxiety 
on the body—how it alters the ability 
of the individual to perform well: 
specific prevention of diseases by im- 
munization—e.g., DPT shots, smallpox 
vaccination.” 

Methods for studying the family.—The 
first-year student uses the standard 
methods—history-taking and _ physical 


VoL. 36, DECEMBER, 1961 


examination—to learn about his family. 
It is so unusual for first-year students 
to use these techniques that it raises 
eyebrows. Many of the faculty still ques- 
tion the academic soundness of intro- 
ducing these methods so early. However, 
the staff of the Family Study pediatric 
clinic are confident that a first-year stu- 
dent can manage this profitably and 
without undue stress on himself or his 
family. The Family Study instructors 
know that there are many gaps in the 
students’ knowledge. The general proce- 
dures of the Family Study and the con- 
tent of preceptor discussions and lectures 
have been developed and adapted to give 
support and essential information to the 
student as well as to keep a check-rein on 
his activities. 

In the following sections the methods 
used by the student and the progress 
he makes in the study of his family will 
be described. 

The new doctor-in-training begins his 
history-taking with the first interview 
and the first visit to the home. After 
these hurdles are behind him he goes to 
several prenatal visits where he gets 
better acquainted with the mother-to-be. 
Because of the crowded surroundings 
and the heavy patient load in the obstet- 
ric clinic the student can ask little more 
than how she is feeling. The obstetrician 
takes full responsibility for her prenatal 
care. The student is just an observer, 
although at the time of the examination 
he may bring to the attention of the 
obstetrician some of the concerns that 
the mother has expressed to him. After- 
wards he may help the mother by clarify- 
ing some of the explanations or instruc- 
tions that have been given to her. 

The student is excused from all his 
other activities so that he can be with 
the mother while she is in labor. He 
will testify later that it was through 
this experience that he really got to 
know her. The mother shows her appre- 
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ciation for the student’s attention during 
labor, and he in turn gets a feeling of 
being helpful. He is present as observer 
at the delivery and carries the news 
about the mother and baby to the father. 
He sees the first examination of the 
baby, makes daily visits to the mother 
in the hospital, and after her discharge 
goes to the home with the Visiting 
Nurse. 

The history at the first visit—The 
student obtains the histories himself for 
all the visits of the infant to the Family 
Study pediatric clinic. He gets them 
while he is in the home, because there 
is so little room and so little privacy 
in the clinic. It also takes the student 
a long time to get his histories and to 
write them up. The completion of this 
assignment in advance has relieved some 
of the pressure on the student in the 
clinic. 

Unfortunately, the history for the 
infant’s first visit has to be a cumula- 
tive one from the material that he has 
learned so far from the family and a 
summary of the hospital records of the 
mother and baby. It covers the family 
history, past history, pregnancy, labor, 
delivery, the baby in the newborn period, 
then at home (very much like a pedi- 
atric admission history). When discuss- 
ing labor and delivery the student has 
to copy from the mother’s hospital chart 
without understanding necessarily the 
medications and procedures. 

The interval history.—For all the suc- 
ceeding visits the student uses the fol- 
lowing outline as a guide for the interval 
history. 

I Development 
A Motor 

The Gesellean stages of progress, 
such as sitting, standing, walking. 
Psychosocial 

The infant’s crying, sleeping, dis- 
cipline, elimination, social de- 
velopment, speech, and how the 
family manages these. 
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Il Feeding 
The details of what and how a 
baby is fed. 

IIi Family Relationships 

Medical problems in any other 
member of the family; housing, 
employment, or domestic changes 
of any sort. 

IV _ Illnesses 

V Other Problems 

The physical examination—At the 
first visit the instructor performs the 
examination, demonstrating points to the 
student. At succeeding visits the student 
carries out the physical examination him- 
self with the help of an elaborate booklet 
of instructions. Because the examination 
of the ears, lungs, and heart have proved 
to be difficult, these parts have been 
postponed until the end of the year when 
they are introduced gradually and with 
extra preparation. The pediatric instruc- 
tor either reads or listens to a verbal 
presentation of the history and physical 
examination. The instructors, in practice, 
do most of their teaching at this time, 
pointing out gaps and ambiguities in 
the history and physical, discussing the 
significance and implications of the var- 
ious interpretations that might be made 
of the data. After half an hour of 
teaching the instructor and student are 
focused on the questions which are still 
unanswered. They then rejoin the fam- 
ily. The instructor questions the mother 
to clarify uncertainties and repeats as 
much of the physical examination as he 
feels is necessary. 

The instructor’s role-——The pediatric 
instructor obviously takes full responsi- 
bility for the care of the patient. In the 
early visits he checks most of the sig- 
nificant parts of the history and physical 
examination himself. However, right 
from the beginning some of the responsi- 
bility is given back to the student. He 
is shown how the vitamins should be 
given to the baby, and then he demon- 
strates this to the mother himself. At 
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each visit, after the instructor and stu- 
dent have completed their discussion, 
the student gives the mother some new 
instructions—for example, what solid 
foods to introduce and how. 

This type of teaching is very time- 
consuming and keeps the instructor 
under constant strain. It is difficult to 
get an accurate picture through the 
inexperienced student’s history and to 
get important instructions to the mother. 
At the end of a session he frequently 
feels fatigued. 

While the pediatric instructor ques- 
tions and gives instructions to the fam- 
ily he tries to avoid impairing the stu- 
dent’s dignity in his own and in the 
family’s eyes. It has been surprising 
to the staff how successful they have 
been with this. The evidence all points 
to the conclusion that the mothers retain 
their devotion to their student-physi- 
cians. 


STUDENT PERFORMANCE IN HISTORY 
AND PHYSICAL 


Most of the problems presented by the 
families at the early visits concern the 
new baby. The family does not commonly 
bring medical problems in other mem- 
bers of the family or domestic and emo- 
tional difficulties to the attention of the 
student during the first months of the 
relationship. 

When histories are reviewed with the 
student at his clinic visits it becomes 
apparent how baffled and inexperienced 
he is, and how slowly he is able to pick 
up concepts and facts that seem like 
common knowledge to the instructor. A 
student will dutifully report that the 
baby gets three to four bottles and will 
miss the three or four night bottles 
because he did not appreciate that his 
question “How much milk in a day?” 
meant one thing to the mother and an- 
other to him. 

The inexperienced student finds it diffi- 
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cult to separate history, interpretation, 
and direct observation. Only after many 
visits and repeated drillings by the in- 
structor is a student able to restrict the 
material he puts in the history to that 
which the parents have told him, to put 
his abundant observations into the physi- 
cal examination, and to save his com- 
ments, hunches, and evaluations for the 
discussion at the end. Only in the Family 
Relationship section of the writeup does 
the student put historical information 
as well as his own observations, but he 
is carefully instructed to identify the 
source. 

Student histories usually improve with 
each session. Some, however, show a 
definite slump after the first two or 
three visits until the instructor helps 
the student appreciate how much the 
history may change. For example, the 
student may describe satisfactorily the 
motor development of a 1-month old 
infant. “He raises his head when on 
his stomach. He follows a light with 
his eyes.” But he may then use this 
same description 3 or 4 months later 
when the infant has developed many 
additional skills. He reports the mother’s 
concern in her own words, “I’m worried 
about his nature,” but does not clarify 
what the mother means. He may accept 
the mother’s explanations uncritically be- 
cause of her “extensive pediatric experi- 
ence.” “She said the umbilical hernia 
was caused by the doctor cutting the 
cord too long.” 

It is remarkable how much progress 
the student shows through the first year. 
In the final report he writes in May 
and in his presentations to his precep- 
tor group he brings an impressive ac- 
count of his experiences with his family. 
He can give a convincing picture of how 
the mother went through the pregnancy 
and the steps in the progress of his re- 
lationship with her during labor. He 
can describe how the baby has changed 
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and what he now means to the mother 
and father and siblings. He has some 
sense of what the parents mean to each 
other. 

In the report at the end of the first 
year one student wrote: “Prior to the 
delivery, the most profitable conversa- 
tions were limited to fairly superficial 
subjects, such as her preparation for the 
baby, the process of childbirth, medica- 
tions, and her state of physical health. 
Whenever questions pertaining to such 
subjects as her husband, her feelings 
about the baby, or own personality were 
asked, she eluded them by either chang- 
ing the subject or by falling silent. 
Furthermore, I made the mistake of not 
pursuing these subjects to any great ex- 
tent or probing to find reasons for her 
negative reactions. Even at that, I was 
probably not in a position, at least in 
her mind, to obtain such information, 
since she was not sure of my role, com- 
petence, or interest. The time of her 
labor was long and difficult, and, since 
I was able to be present all the time, she 
got the idea that I was interested in her 
and doing all I could for her. Evidence 
of this is the fact that during the later 
part of her labor, she called for me 
frequently, and after delivery thanked 
me for my participation. She also em- 
barrassingly nodded when her mother 
thanked me by saying, “it seems that 
from what I hear from Rozena, she 
couldn’t have had the baby without your 
being there.” 

Another reported: “There are two 
older children—Johnny, 6, and Ethel 
Linda, 4. Their reaction to the coming 
of the new baby was a mixed one of 
excitement and a little jealousy. During 
the pregnancy, the children were very 
much enthused and wanted their mother 
to bring the baby home with her every 
time she went to the clinic. They even 
had names picked out for the baby. 

“My first opportunity to observe any 
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reaction to the baby was when I went 
out with the Visiting Nurse. Linda was 
continuously on the move trying to at- 
tract attention. She would fall and then 
say, ‘Oh Doctor, my knee hurts!’ or ‘Oh, 
my head!’ Then she would jump onto 
her bed and start to moan that her 
stomach was hurting. She was eager to 
show off the baby to visitors and seemed 
very proud of her. 

“In her adjustment to this situation, 
the mother seems to have made both 
Johnny and Linda feel that they have 
a part in caring for their baby sister. 
Johnny is allowed to hold the baby and 
Linda helps by doing little things for 
the baby. Mrs. Burton said that during 
the first few months Linda wanted to 
sit on her lap while she was nursing the 
baby. She wanted to feel that she, too, 
was getting some of the mother’s at- 
tention. So, despite the inconvenience 
of this arrangement, she allowed Linda 
to do this. Later, she solved this prob- 
lem by buying a “feeding” doll and bot- 
tles for Linda, so now when Christine is 
getting her bottle from her mother, 
Linda feeds her doll, and is very proud 
and happy to do so. 

“Linda’s grandmother recently made 
the observation that Linda had adjusted 
very well to the fact that her mother 
had to give a large amount of her time 
to caring for the baby, but that she still 
did not want grandma to give too much 
of her attention to the baby. Linda 
seemed to have reached a compromise 
with the baby that as long as the baby 
got mother’s attention, grandmother was 
to be hers. This is a very interesting, 
and in this case, very satisfactory 
arrangement. 

“Johnny seems to have grown up some- 
what through having two sisters to ‘look 
after’ now. He gave an emphatic ‘Yes, I 
do!’, in reply to my question, ‘You don’t 
like that baby, do you?’ 

“Linda has come to the Family Clinic 
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with her mother and the baby for the 
last two visits. She enjoys this very 
much, and while she still wants some at- 
tention for herself, she seems very proud 
of ‘our baby’ and feels that it is partly 
her responsibility to care for her. 

“Mr. Burton was somewhat hesitant 
about his ability to care for the baby 
since he has not been around to help 
with the other two. However, he has 
gradually become more and more con- 
fident, and now he enjoys feeding the 
baby and playing with her. 

“The grandmother’s attitude toward 
the baby is well summarized in her state- 
ment, ‘She’s just the most wonderful 
baby!” 

The first-year student is proud of 
being able to do the physical examination 
and works hard to improve his skill. 
He writes descriptions of the general 
appearance of the patient and the aspects 
that he can see, in language that is gen- 
erally much more vivid than that of 
interns and residents. Of course, there 


are also problems because of limited 
experience. 

Students make slow progress with the 
parts of the physical examination that 
involve palpation, percussion, and the 


use of instruments. The examination of 
the ear drum, auscultation of the lungs 
and of the heart are particularly trouble- 
some for students until they have prac- 
ticed them over and over and have had 
later experience with pathology. Indi- 
vidual students have different rates of 
acquiring these skills. It is difficult for 
the instructor to predict what point a 
student has reached after the first few 
visits. One student may master the ex- 
amination of the ear drum in a year; 
another may be still struggling with this 
in the fourth year; yet another may have 
described the ear drum and landmarks 
well, have turned down his instructor’s 
offer of help, only to have it become 
apparent later, at the time of an ear 
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infection, that he had not really been 
clear about the visible anatomy of the 
ear drum. 

By the middle of the third year he has 
learned to carry out good examinations 
at the routine visits of the children. 
However, when he begins his clinical 
work on the hospital wards, critical in- 
structors report many deficiencies. It 
seems that much of the examination has 
to be relearned each time a student goes 
to a new setting. 


THE HISTORY AND EVENTS 
IN THE SECOND YEAR 


By the beginning of the second year 
a student has discussed his family with 
his classmates in the preceptor group 
discussions a number of times, has pre- 
sented his interval histories to a pedi- 
atric instructor verbally and in writing 
at the monthly clinic visits. Many cor- 
rections and suggestions have been made. 
Visitors and new preceptors in the clini- 
cal science program are impressed when 
they talk with a second-year student 
about his family. He knows so much 
more about his family and its dynamics 
than most residents and fourth-year stu- 
dents do about the families of patients 
on the hospital wards, and he talks about 
them with understanding and poise. 
One inexperienced second-year preceptor 
said that his students presented family 
material so maturely that he continued 
for several months to be startled by each 
bit of evidence that they still knew no 
medicine. 

The experienced instructor appreci- 
ates the gaps in a student’s knowledge 
and points them out to him in the suc- 
ceeding months. 

The general course of instruction in 
the second year of medical school is con- 
centrated on disturbances of structure 
and function. It is remarkable how 
well developments in the families fit this 
theme. Infectious diseases and difficul- 
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ties of child management in the areas of 
feeding, weaning, discipline, toilet train- 
ing, and sleep are relatively frequent 
in the age period of 6-18 months. Many 
social, domestic, and psychiatric disturb- 
ances now become apparent which were 
previously unsuspected because of the 
student’s lack of sophistication, his un- 
easiness as an interviewer, and the shy- 
ness of the patients. 

Child management.—In contrast to the 
ready acceptance by the mother of advice 
about the formula and the immunization 
in the first year, the student, just as he 
begins to take a more active role, runs 
into deep-seated cultural traditions of 
the Negro families who constitute over 
90 per cent of the clinic population. 

For example, it is a common cultural 
pattern for the young children in these 
families to be kept on the bottle for 2, 3, 
or even 4 years. This frequently results 
in excessive milk and inadequate iron 
intake. This characteristic and the re- 
sulting high incidence of nutritional 
anemia are emphasized to the students 
repeatedly. They are advised to check 
and recheck the dietary histories, to ad- 
vise the mother to limit the milk and 
to give meat and egg. In spite of this 
and the general enthusiasm and consci- 
entiousness of the first- and second-year 
student it is a rare one who tackles the 
feeding history with the same resolute- 
ness as an experienced physician. Errors 
of superficiality or ingenuousness are 
common, usually because of the student’s 
reluctance to press and possibly upset 
the mother. When hematologic studies 
are performed at the end of the second 
year about one out of every four or five 
students discovers to his dismay that 
“his baby” has a nutritional anemia. 
Fortified with this evidence the student 
reinvestigates the eating habits of the 
baby. He discovers that the regular 
meat intake he had been reporting was 
only the gravy from the pork chops, or 
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bits of meat that were sucked but never 
swallowed; that his estimate of a total 
daily milk intake of one quart was based 
on incorrect assumptions and that it was 
actually closer to 2 quarts. 

Acute illnesses.—There are some colds 
and acute infections in the first year as 
described above, but these increase in 
frequency in the student’s subsequent 
years. He will be called by the family 
about acute respiratory infections, otitis 
media, rashes, diarrhea, and the common 
childhood contagious diseases. 

The pediatric instructor is consulted 
frequently on the telephone concerning 
acute problems, especially colds. It is 
difficult to determine through an inex- 
perienced student how much cold an in- 
fant has. If there is any doubt the 
family is advised to come to the hospital 
for an examination. 

Questions about rashes are common. 
It is impossible for the student to get 
from the mother, by telephone, a clear 
enough picture of the rash for the in- 
structor to make a diagnosis. Mothers 
often call about rashes because they are 
worried about measles. The student con- 
scientiously reads about measles, finds 
a few features in the baby’s illness that 
fit the text book description, has few 
other “rashy” diseases in his differential 
list, and often agrees with the diagnosis. 
Several students have asked the mother 
to look in the mouth for, Koplik spots. 
The mother usually sees a spot of some 
type, and the diagnosis (in the student’s 
mind) is almost settled. With question- 
ing, the instructor often can uncover the 
absence of fever or some other essential 
symptom or sign and reassure the stu- 
dent that no emergency visit is ne- 
cessary. 

At a clinic visit for an acute illness 
the second-year student may appear just 
as excited and disorganized as he did 
when he first examined the infant. Owing 
to his inexperience he may not know 
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what questions to ask about the illness; 
but he also may forget to inquire about 
the usual items in the regular interval 
history—such as crying, sleeping, elim- 
ination, eating—which are pertinent to 
the evaluation of the baby’s condition. 
At this first visit for an acute illness 
he is often blind to the effects on the 
rest of the family. With practice the 
student is better able to organize his 
activities and to recognize the changes 
in the child and his family. With his 
limited clinical training he is often 
understandably confused about the signi- 
ficance of symptoms and physical find- 
ings. He acts alarmed about a tempera- 
ture of 101°, yet does not realize the 
seriousness of dehydration in an infant 
with diarrhea and no fever. He does 
not appreciate the changes and progress 
of an illness, the need for frequent 
checks. He has to be reminded that 
another illness with similar symptoms 
may have a different significance. 
Social and psychological problems.— 
The changes and stresses of family life 
are constantly presenting themselves. 
The student may or may not see them. 
The father loses his job; the mother goes 
to work and leaves the household and 
child-rearing duties to him. The family 
wants a nice home but with excessively 
high rents can afford only a small one- 
or two-room apartment in poor condi- 
tion. In spite of the already cramped 
quarters, relatives and friends from 
“back home” move in when they come 
to the city looking for work. A student 
urges a separate bedroom for the baby; 
the mother fails to take the advice be- 
cause she already knows that her sister 
plans to visit. A student is advising 
the mother against giving a bottle every 
time the baby whimpers, but she is 
more concerned about keeping the baby 
from bothering the neighbors. The 
problems which exist in these families, 
of a domestic, psychiatric, or sociological 
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nature, usually become evident during 
the second, third, and fourth years. They 
may first announce themselves in un- 
expected ways. A tidy home becomes 
disordered and dirty. A mother loses 
emotional control during her second 
labor, whereas she munched an apple 
during her first. A mother declares that 
her l-year-old baby is evil and mean 
and she has to spank him hundreds of 
times a day. A mother who sleeps 20 
hours a day calls her student in a panic 
because she woke at 8 A.M., felt foggy, 
and couldn’t get back to sleep for a few 
minutes. 

In answering questionnaires from the 
Columbia University Bureau of Applied 
Social Research, between 40 and 60 per 
cent of students in all 4 years state that 
they have dealt with a social or psycho- 
logical problem during the current year. 

The investigation of these problems, 
and there are many of them, tests a stu- 
dent and his concept of the doctor’s role. 
The great majority of students in the 
first 2 years of medical school now ac- 
cept the idea that a student-doctor should 
find out whatever he can about his fam- 
ily. However, if a student feels that 
it is not the doctor’s job to be concerned 
with social and psychological difficulties 
—and particularly if this is reinforced 
by discussions with classmates and clini- 
cians who have the same attitude—he 
will do very little after the first 2 years, 
and will cover up this inactivity with 
varying degrees of skill. Of course to 
these students medical illnesses always 
have the great advantage that they can 
usually be cured so much more rapidly 
and completely. In replying to question- 
naires, 50-65 per cent of students re- 
port success in dealing with psychologi- 
cal and social problems in contrast to 
over 90 per cent with medical problems. 

Shots and laboratory work.—The 
baby’s first immunization injection is 
demonstrated to the student by the clinic 
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nurse. At the next visit, the student 
gives the immunization material himself. 
To do this for the first time, in the pres- 
ence of the mother, is a nerve-wracking 
experience. Often the student is trem- 
bling, occasionally he inserts and rein- 
serts the needle 3 or 4 times. This is one 
of the many occasions which demon- 
strate the tremendous importance of 
having a nurse who can comfort and re- 
assure the family and the student so that 
all parties can survive. 

In the second year the student per- 
forms blood counts and a urinalysis as a 
routine procedure and at times when the 
child is ill. In spite of the practice he 
has had, drawing blood and doing he- 
matologic studies on his classmates, a 
student finds it very trying the first time 
he does this for his patient. It takes 
many extra fingerpricks to collect the 
blood. He may spend a half day or more 
doing the counts. Yet students tackle 
this and the urinalysis with enthusiasm 
and determination when it involves re- 
sponsibility to a patient. 

The student experiences vary greatly 
in the second year. Each student has a 
number of important events to put into 
his yearly report. The summary of one 
student touches the high points in the 
unusually dramatic second year with his 
family. 

“The significant events of the year in- 
clude: The pregnancy, Derrick’s men- 
ingitis, Derrick’s T & A, Palmeda’s 
anemia and hospitalization, the father’s 
loss of work last summer and working 
only four days a week most of the year. 
Problems are present with contraception 
and finances. Mrs. Mynatt has been 
under considerable strain, and shows her 
concern for her children by suspecting 
that they are sick (seriously ill) when 
they complain of most any pain. This 
should diminish as the number of family 
illnesses diminishes. 

“This has been an extremely valuable 
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and rewarding year for me in my family 
relationship. I feel that I really con- 
tributed something this year, and that 
the family realized that I was there to 
help and explain things to them. The 
most significant thing that happened 
this year was that I discovered Palmeda’s 
anemia, and then was given considerable 
responsibility in investigating it. This 
was not a laboratory exercise. It was 
imperative that my results on the lab 
analyses be right. I also had the chal- 
lenge and problem of explaining to the 
family what I was doing and why I was 
doing it, without getting them overly 
worried. Then when Palmeda, who did 
not look ill, had to be hospitalized this 
too had to be explained. I tried to ex- 
plain the tests that were being performed 
and act as a representative of the doc- 
tors on the floor. 

“Mrs. Mynatt and I have a better re- 
lationship from going through each prob- 
lem together. She now calls me when a 
child is ill, which makes me feel useful 
and reassures me I’m succeeding a lit- 
tle in structuring this thing called the 
patient-physician relationship.” 

The content and discipline of teaching 
at the clinic sessions —What is the aim 
of teaching in the clinic? The staff has 
often discussed whether the primary 
focus should be on child development or 
family relationships, or on the skills of 
history-taking and physical examination; 
or should some attention be paid to each 
of these areas at each visit? No one 
answer has yet been found. What is 
dealt with at each session has to depend, 
most instructors agree, on the student’s 
readiness, on his sensitivity or insensi- 
tivity to interpersonal relationships, on 
emergencies or tensions arising in the 
family, on gaps that show up in the stu- 
dent’s knowledge of the family, on de- 
ficiencies in history-taking and physical 
examination. 

There are so many variations in what 
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emerges as the presenting problem at 
each visit that the teaching emphasis 
must be shifted constantly. A _ sleep 
problem has developed suddenly. Bron- 
chitis or a severe diaper rash appears 
and must be treated. The excitement of 
a mild illness may fluster the student 
so that he forgets to complete the ex- 
amination that he has done many times 
before. It becomes evident one day that 
a student who has written up a correct 
physical examination all along is con- 
fused about the meaning and nomencla- 
ture of breath sounds. Although a student 
has looked at the lower eyelid faith- 
fully for months, when it becomes pale 
he misses it. At a visit after the sum- 
mer recess the second-year student may 
seem almost as rusty in his examination 
methods as if he had never had any 
previous experience. A student starts 
the teaching session by asking, “Is this 
the right age to start toilet training?” 
By the time the instructor has thor- 
oughly discussed one of these areas with 
an interested but very inexperienced 
student, a half hour or more will have 
passed. If an instructor has the time 
he may spend 1% hours tying every- 
thing together for the student: other- 
wise, he has to confine his discussion to 
the clinical issues of the moment. If 
the same instructor works with the stu- 
dent at each of his visits (which is the 
aim and which happens most of the 
time), he can accomplish more in what- 
ever time is available. The teaching 
staff is convinced that the greatest bene- 
fit from this program is understanding 
of people and how the doctor can help 
them. This comes through the student’s 
strong sense of responsibility for his 
family. The knowledge gained about 
child development, well child care, his- 
tory-taking and physical examination— 
though very important—is still second- 
ary to the main purpose. And it would 
interfere with the main purpose if an 


effort were made to teach any of these 
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other topics with deliberate consistency. 
The student is certainly sensitized to 
the phenomenon of maturation, for in- 
stance, and particular aspects of it in 
his infant patient make an indelible im- 
pression on him; but it could never be 
claimed that he has been taught the sub- 
ject of child development. Though the 
instructor may attempt, at those ses- 
sions when he has time, to cover all 
aspects of the case and to tidy up the 
student’s thinking in each, this is only 
successful to a partial degree. 

The students end up with variable 
skills in history-taking, physical exam- 
ination, knowledge of child development 
and of family relationships. The student 
comes to the clinic an average of 17 
times in the 4 years, and the staff be- 
lieves that this evens out the teaching 
emphases to a reasonable degree. They 
are satisfied with the achievements of 
the great majority within this time 
limitation. 

Events in the third and fourth year.— 

Sibling Examination: The first evalua- 
tion of any older sibling is carried out 
by a third-year student in two parts be- 
cause of the amount of material to be 
covered. One week he and the pediatric 
instructor go over the history he has 
obtained and make plans for whatever 
studies seem indicated. A week later 
when the child comes to the clinic the 
student performs the tests and the phys- 
ical examination before completing the 
discussion with the instructor. The ap- 
praisal of a sibling may uncover an un- 
suspected “interesting medical problem,” 
may throw a different light on the fam- 
ily, or may expose the student-to new 
constellations of problems pertaining to 
older age periods. 

Until he has direct responsibility for 
the older child the student often has a 
hazy impression that the youngster is 
normal and healthy. One student had 
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sensed no problem in an 8-year-old until 
his height and weight at the examination 
proved to be at the 4-year level; another 
student considered the sibling a bit quiet 
but had not recognized that he was 
markedly retarded. More often than not, 
students have assumed that the older 
child’s behavior was normal for his age, 
only to discover that he was not doing 
well in school because of his “immaturity 
and emotional disturbance,” or that he 
had specific problems such as enuresis 
and night terrors. These discoveries 
help the student look at his “norma]” 
family and their “ideal” rearing of the 
2-year-old in a different perspective. The 
fact that the 2-year-old still drinks only 
from the bottle may not have seemed 
significant (in spite of the doubts raised 
by the pediatric instructor), but the dis- 
covery that the 4-year-old brother is 
still unweaned may change the student’s 
opinion. The personality of the older 
child may throw into bold relief some 
of the less striking traits of the 2-year- 
old. 

As a result of these appraisals of the 
older siblings a student may find a need 
for elective surgery: hernia repairs, 
circumcisions, tonsilectomies, orthopedic 
care. Mental retardation, impaired hear- 
ing, uncorrected visual defects, and ab- 
normalities of speech are discovered and 
studied. The student arranges the re- 
ferrals and goes with the patient to the 
consultations and special tests. School 
problems—crowded classrooms, disturb- 
ances of reading, learning, attention, de- 
portment—are brought to the student. 
Here again the instructor may be im- 
pressed by the inclination of the medical 
student to persist in his idealized concept 
of his family. Despite evidence to the 
contrary he states his belief that the 
child is really normal, that the difficulty 
mentioned is not serious, and that the 
parents’ rationalizations (they haven’t 
spent enough time working with him at 
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home, the child has been placed in the 
wrong class or with a poor teacher) ex- 
plain it satisfactorily. 

Once examined, the sibling receives all 
his medical care under the direction of 
the student physician. For some this 
means just health examinations. For 
others it may involve many visits and 
conferences. 

New babies are added to the student’s 
“practice” whenever they are born. 

Examination of the Adults: The stu- 
dent does a health examination of the 
parents in the last half of the third and 
in the fourth year when he works once a 
week in a special medical clinic with an 
internist as instructor, if he can per- 
suade them to come in. He is less likely 
to succeed with the father. In the realm 
of physical diseases he discovers some 
suspected and some unsuspected prob- 
lems characteristic of the age group: 
diabetes, hypertension, heart murmurs, 
peptic ulcer, pregnancy. The student 
who has now assumed the role of doctor 
for the parent (not just a baby doctor) 
frequently gets new information about 
the tensions, ambitions, frustrations, and 
symptoms of the adult he is examining. 
The father, in particular, is likely to 
bring forth new information, a new 
slant on the family. 

How Much Responsibility ?—The ques- 
tion of how much responsibility the stu- 
dent should be asked to take in the Fam- 
ily Study has been the subject of intense 
argument from the start of the program 
—among the instructors involved, among 
the students, and among the faculty in 
other departments of the school. 

When the program was conceived and 
first started, the students were to be 
observers in municipal well baby clinics. 
This quickly proved a mistake. It was 
impossible to control the teaching phi- 
losophy or the experience of the students 
in different clinics. They were given 
too much responsibility or left at loose 
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ends. So a special teaching clinic was 
hurriedly set up in the pediatric hospi- 
tal; but the students were still consid- 
ered as essentially observers. The instruc- 
tors, taking most of the responsibility 
for history, examination, and advice, 
were rushed. Too many of the students, 
failing to gain any sense of participa- 
tion, appeared uncomfortable or detached. 
The‘r preliminary histories became less 
rather than more thorough. During sub- 
sequent years, as the instructors felt 
their way, the responsibility for taking 
the history and performing the examina- 
tion was given to the students at an 
earlier and earlier stage in their first 
year. The students responded with in- 
creasing skill, and the clinic staff were 
pleased with the result. 

The fact that the students have felt 
able to be useful to their patients in 
these specific respects has led to a rapid 
development of a general sense of re- 
sponsibility for the welfare of their fam- 
ilies. They have been delighted when 
their families turned to them for an- 
swers for relatively small problems, and 
disappointed and a bit hurt in the cases 
where this did not happen. 

However, as could be expected, there 
has been considerable anxiety in stu- 
dents about taking the responsibility for 
writing their own physical examinations 
into the chart, despite the assurances 
of instructors over and over again that, 
by repeating the essentials of the ex- 
amination and adding their signatures, 
they took legal responsibility. The con- 
flict in the students’ feelings about how 
much responsibility they felt able to ac- 
cept was revealed in an incident fairly 
early in the program. A class of first- 
year students was given long white 
coats, similar to those worn by staff 
members in this institution, to wear in 
the Family Study pediatric clinic. They 
were proud of these at first, but a year 
later they held a class meeting and voted 
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to request the faculty to permit them to 
wear short coats. It is constantly re- 
iterated to the students that, though they 
are expected, as members of the clinic 
team, to take responsibility in the sense 
of being available to their patients and 
in seeing that they get the best medical 
care, they are not to make decisions or 
give advice and treatment except as 
specifically instructed, after consultation 
in each instance. 

At first there were objections by many 
members of the basic science faculty that 
some students, at least, were giving such 
a high priority to their clinical responsi- 
bilities that they were absenting them- 
selves from vital lectures and laboratory 
exercises. Some basic scientists feared 
that, if students got the impression that 
they could function as doctors without 
the fundamental disciplines, they would 
never take any interest in the latter. 
Several safeguards have been gradually 
developed to keep certain students from 
becoming so identified with their fam- 
ilies and so obsessed with their care that 
they neglect their other duties. Clinic 
sessions have been scheduled only in free 
time. Priorities have been clarified 
through mimeographed material, lec- 
tures, and particularly by alertness on 
the part of the pediatric instructors and 
preceptors. A noon-time emergency clin- 
ic has been established so that the ex- 
amination of acute illnesses need not 
conflict with classes. 

In contrast to the anxiety of first-year 
students about too much responsibility 
is the complaint of some third- and 
fourth-year students that they are not 
given enough independence from super- 
vision, that they are still being treated 
like beginners. This has perplexed the 
instructors, who have felt that they are 
always ready to give increasing respon- 
sibility to the students who have proved 
capable. Some of this complaining has 
come from excellent students, and in 
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these cases it is probably a reflection of 
their self-confidence gained in dealing 
with sick patients in other clinics and 
wards and their desire to concentrate 
exclusively on disease. However, it has 
come most insistently from the least pro- 
ficient students who cannot possibly be 
excused yet from careful checking. Cer- 
tainly the pediatric instructors have 
learned that to accept abbreviated or 
careless workups only leads to further 
deterioration in student performance. 
The Family Study faculty has been 
more and more convinced over the years 
that allowing first- and second-year stu- 
dents to feel professional responsibility 
for patients has not led to their under- 
estimating the importance of the basic 
sciences and that it has fostered signifi- 
cantly their general maturation. Their 
scores on Part I of the National Board 
Examinations have gone up during the 
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development of this program. The con- 
scientiousness of the student body as a 
whole in cooperating in the Family Study 
program has shown dramatic change. In 
the first year of the program it was 
sometimes difficult for a patient to get 
in touch with a student who lived in a 
fraternity house, because the student 
who happened to answer the telephone 
might, in a sophomoric spirit, answer, 
“This is Sam’s Laundry.” Messages fre- 
quently were not delivered. Today who- 
ever takes the call—at the fraternity 
house, rooming house, or student’s home 
—is polite and serious. Almost never 
does a message go astray. 

On the basis of experience with almost 
750 students it is believed, by the staff, 
that student responsibility constitutes 
the core and essence of the Family Study, 
and is a vital factor in the total impact 
of the medical school. 
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Experience with a Medical School Family Study* 
IV. Time Spent by Students 


JOHN H. KENNELL, M.D.t 
Western Reserve University, School of Medicine, and 
University Hospitals, Cleveland, Ohio 


Two questions have been asked with 
particular frequency about the Western 
Reserve University Family Study pro- 
gram for medica] students. How much 
of the average student’s time does it 
take? Can the time spent by the stu- 
dent be controlled? 

When the Family Study program be- 
gan in 1952 there was no Family Study 
pediatric clinic for the care of the chil- 
dren or adults. The families went to 
whatever private physicians, well-child 
conferences, and pediatric clinics they 
selected, and the student went with them. 
Right away it became apparent that the 
quality of care and the time spent by 
the student were going to vary exces- 
sively. This made it imperative that a 
special student teaching facility (the 
Family Study pediatric clinic) be 
established. 

Estimates were made of the number 
of routine and illness visits and the time 
that would be spent for these, to gauge 
the needs for facilities and staff. Many 
of these estimates were surprisingly ac- 
curate. One was not. This was the 
prediction that the time for a routine 
visit of the infant would be ™ hour 
and for an illness visit 1/3 hour. For 
one thing, the planners did not foresee 
that the objectives of the program would 


*The establishment of a Family Study 
was made possible by a grant from The 
Commonwealth Fund. 

+ Assistant Professor of Pediatrics; 
formerly Director of the Family Study 
pediatric clinic, 1952-1960. 
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be best accomplished by giving the stu- 
dent a much more active role than was 
anticipated in the history-taking and ex- 
amination of his patient. They also 
could not foresee that medical students 
would do so well—obtain such an abun- 
dance of information and have so many 
questions—that there would have to be 
an unprecedented amount of teaching 
time. 

Average number of student visits to 
the Family Study clinics—Chart 1 and 
Table 1 show the average number of 
clinic visits per medical student of the 
class of 1958, in each school year. The 
experience of the class of 1958 approxi- 
mates those of preceding and succeeding 
classes. 

Variations in number of visits by 
different students.—Some students, of 
course, made more and some less than 
the average number of clinic visits. 
Charts 2, 3, 4, 5 show this variation. 
The maximum number of visits of any 
student in this class in one year was 
twelve. 

Supervision of student visits—The 
frequency of attendance of students at 
clinics has to be followed with some care. 
Occasionally a conscientious student be- 
comes involved in many more visits than 
is envisioned by the program. For in- 
stance, incipient toxemia requires weekly 
visits of the mother to the obstetric 
clinic; or the child develops several 
sieges of otitis media. The student in 
such a case may have to be explicitly 
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CHART 1.—Average number of student visits to Family Study 
clinics (class of 1958, May 25 to May 25—except in the fourth year 
up to February 1 when the student terminates with his Family). 


excused from attendance at some of these 
appointments, out of consideration for 
his other academic work. 

A number of factors may contribute 
to an inordinately small number of 
visits. The family may leave the clinic.! 
The infant may have a long hospitaliza- 
tion or may die. There may be a major 
crisis in the family which distracts them 
from routine care. (The student may be 
busy with his family with home visits 
and telephone calls, even if they are 
unable to make regular visits to the 
Family Study pediatric clinic.) 

The schedule of visits—What is the 
plan for visits? A student is told to 
arrange routine health visits for his in- 
fant once a month for the first 5 or 6 
months of life, then every 2 months up 
to the middle of the student’s third year 
(when the child is about 2 years of 
age). After this the frequency may de- 
crease to once every 6 months. Health 
visits are arranged during vacation peri- 


1 The student does not spend a long pe- 
riod without a family. Arrangements for 
the assignment of a new family are started 
promptly. 


ods as well as during the school year. 
During the school year appointments are 
scheduled in the Family Study pediatric 
clinic only when the student can be pre- 
sent, except for occasional emergencies 
that conflict with his classes. The young 
infant of a student who stays in town 
during the summer after his first school 
year may have three visits during the 
vacation. The infant of another stu- 
dent who is away all summer may be 
seen once by a staff pediatrician. (This 
visit would not be included in the above 
figures.) A visit for the management 
of an illness may substitute for a regu- 


TABLE 1 
AVERAGE NUMBER OF VISITS TO FAMILY 
Stupy CLINICS PER STUDENT PER YEAR 
(CLASS OF 1958) 


Year 
First 
Second 
Third 
Fourth 


* Of this tothl, 4.8 visits are made to the 
obstetric clinic; 2.8 to the Family Study 
pediatric clinic. 

+ Of this total, 0.5 visits are for the 
mother and father; the remainder for the 
children. 
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CHART 2.—Number of visits per student 
to the Family Study pediatric clinic (class 
of 1958, first year). 
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NUMBER OF VISITS 
CHART 3.—Number of visits per student 


to the Family Study pediatric clinic (class 
of 1958, second year). 
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CHART 4.—Number of visits per student 
to the Family Study pediatric clinic (class 
of 1958, third year). 
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CHART 5.—Number of visits per student 
to the Family Study pediatric clinic (class 
of 1958, fourth year). 
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larly scheduled appointment or may be 
an extra one. When a new baby is born 
to a family after the original infant, 
this will add a number of visits. An 
older sibling will come under the care 
of a student after the end of the second 
year and is scheduled approximately 
every 4-6 months. 

Before the baby is born mothers at- 
tend the prenatal clinic every 2 weeks 
in the third trimester and once a week 
in the final month. The student is ex- 
pected to meet her there at each visit. 
The average number of visits to this 
clinic by a first-year student in 1957 was 
4.8. The mean time spent was 1 hour, 
24 minutes. 

The visits for the examination of the 
mother and father average one-half visit 
in the third year and one-half visit in 
the fourth. 


STUDENT-PATIENT CONTACTS 
IN THE FIRST YEAR 


During the school year—September, 
1957, to June, 1958—each of the 79 
students in the first-year class was given 
a notebook of student-patient contact 
forms to be filled out whenever he had 
a contact with his family. He gave 
these to his preceptor weekly. The in- 
formation obtained from these reports 
gives a more complete picture of how 
the student’s time is spent than can be 
obtained from just the record of visits 
to the Family Clinic. 

Home visits.—The average number of 
home visits (first year) was 5.9. The 
mean period of time spent, including 
travel both ways, was 134 hours. 

Visits to the home with the visiting 
nurse.—The mean was one visit per 
student. The time spent was 1%4 hours. 

Telephone calls.—There were 8.6 tele- 
phone calls per student (first year). The 
average amount of time for a telephone 
conversation was 12 minutes. 

Hospital visits to the mother during 


3 
| 
20 
£ is 
20 | 
4 = 
1s 
| 
Z 
5 
‘: 
4 


Experience with a Family Study, IV/Kennell 


lying-in.—These averaged three, and the 
mean time per hospital visit was 48 
minutes. 

Labor and delivery.—Seven and one- 
half hours was the average time spent 
on the maternity hospital delivery floor 
during a mother’s labor and delivery. 

Family Study pediatric clinic visits.— 
Table 2 shows the gradually decreasing 
length of time involved in visits to the 
clinic by a first-year student. It can 
be seen that even the 2% hours at the 
end of the first year contrasts sharply 
with the % hour that was predicted 
during the planning. 

Average total time—The average 
amount of time spent by a student in 
this first-year class in all the activities 
related to the study of his family, in- 
cluding telephone calls and travel to and 
from the home of his family, was 43 
hours. 
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TABLE 2 
AVERAGE TIME SPENT AT First Six FAMILY 
CLINIC VIsITs, First YEAR 


No. Time 
students* (hours) 


74 


* The number of students who made this 
visit, recorded and submitted the time. 


The faculty has considered 43 hours a 
reasonable period of time. Although no 
exact data on student time spent in the 
second, third, and fourth years are avail- 
able, it decreases progressively after the 
first year. Furthermore, the experience 
of several years has reassured the staff 
that it is not difficult to control the time 
spent by individual students in any of 
the 4 years. 


Visit 
First 3% 
: Second 66 3 
Third 52 3 
soit Fourth 34 2% 
Fifth 18 2% 
Sixth 11 2% 
4 
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Experience with a Medical School Family Study* 
V. The Attitude of the Families 


JOHN H. KENNELL, M.D.,t AND DOROTHEA CHICKERING?+ 


Western Reserve University, School of Medicine, and 
University Hospitals, Cleveland, Ohio 


When it was proposed that a Family 
Study program for students be set up, 
many doubts were expressed by the fac- 
ulty about the response of the families. 
Would there be enough families willing 
to participate in a teaching program so 
that one could be assigned to each stu- 
dent? If so, how well would they co- 
operate with the frequent visits which 
were planned for health supervision? 
Would they come regularly, especially 
those with no pathology to motivate 
them? Would they keep appointments 
as well as did private patients? Would 


they tolerate the long delays necessitated 


by teaching? How would they react to 
a first-year student physician? Would 
they follow his advice? Could a satis- 
factory student physician-patient rela- 
tionship be established when the student 
knew almost nothing about medical 
problems? Would families be willing to 
pay a fee? Would they drift away after 
the baby was born, after the basic im- 
munizations were completed, when the 
first real illness developed? 

Certainly there were a number of 
members of the nursing and medical 
professions who felt that the answers 
to these questions would be “no” on the 


* The establishment of a Family Study 
was made possible by a grant from The 
Commonwealth Fund. 

+ Assistant Professor of Pediatrics; 
formerly Director of the Family Study 
pediatric clinic, 1952-1960. 

t Associate in Social Work, School of 
Medicine, Case Consultant, Social Service 
Department, University Hospitals. 
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basis of experience in prenatal clinic, 
pediatric clinic, and child health con- 
ferences. 

Children would be given care in the 
Family Study pediatric clinic whether 
they were sick or well. Up to the time 
that the Family Study started, health 
supervision for well children in almost 
all the families that attended the hospi- 
tal clinics was provided in the city 
health department well-baby conferences. 
The city health department supervisors 
reported that it was difficult to persuade 
families to continue visits in these well- 
baby conferences until immunizations 
were completed, despite the fact that the 
city program was free. 

The following report of 9 years of 
experience (1952-1961) gives an answer 
to the early questions and concerns. 

The families.—The selection of fam- 
ilies for the Family Study begins in the 
obstetric clinic of the university hospi- 
tal.1 Almost all the patients are in the 
lower and middle social levels; but a 
few of the fathers have had or are re- 
ceiving college or graduate training. 
Members of most of these families have 
received their medical care in the past 
from hospital out-patient departments. 
About 90 per cent of the patients en- 
rolled in the Family Study are Negro 

1An accompanying paper (1) describes 
the sociological and economic characteris- 
tics of 53 families assigned to the medical 
students in the Class of 1958. These repre- 
sent reasonably well the larger group of 


families who have been enrolled in the Fam- 
ily Study since it started in 1952. 
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because of the geographic district it 
serves. 

Many of the men are unskilled laborers 
with no job security. They are among 
the first in the community to be laid off 
when there is an economic recession. 
Many have civil service positions and a 
more stable income. Many men have 
two jobs. About one-half of the mothers 
are employed at some time during the 
34% years that their families are en- 
rolled in the Family Study. 

Recruitment of families.—It has been 
the policy to select only those patients 
who have no gross social, emotional, or 
physical pathology. The resident physi- 
cians in the obstetric clinic recommend 
the Family Study to those patients as a 
valuable next step in health supervision. 
If a patient seems interested she is inter- 
viewed by a social case worker who de- 
scribes the program in detail. She partic- 
ularly stresses the following points: the 
doctor-in-training is a beginning student. 
He may be called at any time. He checks 
with a physician whenever a medical 
problem is brought to his attention. He 
is present at the prenatal visits, the 
labor, and delivery. He makes visits to 
the home once a month to observe the 
behavior of the infant and to get histori- 
cal information for the infant’s visits 
to the clinic. He examines the infant 
under supervision in the clinic. No ex- 
aminations or medical treatments are 
performed in the home. Everyone in the 
family is eligible for medical care at 
the university hospitals, and the student 
will help to arrange this. The student 
will focus on the infant first. Later 
he will examine the other children and 
the parents. 

During the interview the social worker 
evaluates the patient, her home and fam- 
ily. She looks for evidence of under- 
standing and interest rather than pas- 
sive agreement. She is alert to any 
important discrepancies between the in- 
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formation given by the patient and that 
available from other sources. She her- 
self discusses the Family Study with 
the husband whenever possible, because 
the decision to participate must be a 
joint one between husband and wife. 

From the start patients welcomed the 
idea of being able to see the same stu- 
dent-physician at every visit. As one 
woman said, “Do you mean I will be 
Mrs. Jones and not just a_ hospital 
number?” 

After only a few months of operation 
it became evident that favorable word 
about the Family Study had started to 
spread. Unsolicited obstetric patients 
asked about joining. There were tele- 
phone inquiries. One came from a 
young man who had heard about the 
clinic from a relative. He was about to 
be married, and he wanted to be sure 
that when his wife-to-be became preg- 
nant she and the baby could be enrolled. 

Cooperation of the families.—The 
pediatric instructors in the clinic have 
found that the patients’ ability to fol- 
low advice about the treatment of an ill- 
ness and their record of attendance and 
promptness compared favorably with 
their private patients. The clinic pa- 
tients, like private patients, respond to 
personal interest and consideration with 
gratifying cooperativeness. Many visi- 
tors to the clinic have commented spon- 
taneously about the intelligence and 
responsiveness of the families. 

However, the majority of the mothers 
(and fathers) enrolled in the Family 
Study have initially shown characteris- 
tics that present difficulties to students. 
They tend to be unresponsive in speech 
and expression at the first few visits. 
Little information is volunteered. Ques- 
tioning elicits meager and stereotyped 
answers. The patient agrees so readily 
to leading questions of the student that 
he is often uncertain about the validity 
of the responses. The facial appearance 
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may suggest lack of interest, and at 
times it may be interpreted as below 
average intelligence. In the early phase 
of his relationship, a student is often 
upset that his family does not call him 
about illnesses, but by habit uses the 
regular hospital channels. After a vari- 
able period of time the genuine interest 
of the parents and their responsiveness 
to the devotion of the student become 
apparent. 

Changing experience with missed and 
canceled appointments.—The Family 
Study pediatric clinic staff learned what 
missed appointments could mean in the 
second year of operation when the at- 
tendance of the first group of families 
dropped off alarmingly. A total of 191 
appointments were not kept, and only 
20 per cent of these were canceled in 
advance. This meant that, on 152 oc- 
casions, a second-year student was dis- 
appointed. He often missed a lecture or 
a laboratory experiment; frequently he 
waited an hour or more. Faculty as 


well as students were upset about this. 
Some students felt that this proved their 
families were unable to understand and 
cooperate with an appointment system. 
A few became angry at their families. 
Concerted efforts were made to remedy 


this situation. Students were urged to 
explain to their families that they needed 
to be notified in advance if an appoint- 
ment could not be kept, and to check 
with their families to be sure that they 
knew how to call the clinic, how to reach 
their doctor-in-training. 

Then when an appointment was 
missed, the individual student was asked 
to consider the part he may have played 
in this. Had he actually talked with 
his family about canceling appointments 
and about how to get in touch with him? 
Did the way he had handled the family 
in the past have anything to do with 
this? Was something important upset- 
ting the family? The student was en- 
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couraged to ask—sympathetically—the 
reason for each missed appointment, and 
to discuss the parents’ ideas and at- 
titudes about medical care, about ap- 
pointments, about immunizations, about 
the clinic recommendations for child 
management. Gradually the situation 
changed. By the time the third class 
(class of 1958) went through its sopho- 
more year the number of missed appoint- 
ments that had not been canceled in 
advance dropped to less than a third of 
the earlier figure; and the percentage 
of missed appointments in which the 
patient had taken care to cancel by tele- 
phone, had increased from 20 per cent 
to 72 per cent. 

Recent record of attendance.—Despite 
great improvement, attendance remains 
a problem in some cases, as it does in 
all medical practice. The problem in- 
creases with the age of the child. 

In the year 1958-1959 families of first- 
year students kept 92 per cent of the 
monthly appointments. Attendance was 
71 per cent for the families of the stu- 
dents in the second year (infant age, 
6-18 months), and 60 per cent for the 
families of the third- and fourth-year 
classes (infant age, 18-36 months). 

Broken appointments have been found 
to be significantly correlated with fam- 
ily disturbances such as marital discord, 
unwanted pregnancy, unemployment, 
family finances, emotional illness, the 
healthiness of the baby, the weather, 
the problems of transportation. Another 
important factor is the student doctor- 
patient relationship. However, the gen- 
erally downward trend expresses pri- 
marily, in the opinion of pediatricians, 
the mother’s decreasing concern about 
her baby. 

Tardiness has much less frequently 
been a problem. At the first visit or 
two, a few families have not appreciated 
that an appointnient system was in effect 
and that they would be seen promptly 
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if they came on time. When this has 
been discussed with them any problem 
has usually disappeared. 

Various expressions of patient confi- 
dence.—Some families show faith in 
their student physician very early. On 
several occasions a mother has come to 
the delivery floor in labor and has asked 
for “her doctor,” meaning her first-year 
student-physician, even though it was 
the obstetrics instructor who performed 
all the examinations in the prenatal 
clinic. One mother refused to be taken 
into the delivery room “until her stu- 
dent-doctor arrived.” Fortunately the 
student appeared in the nick of time. 

The father in one family was asked 
by his neighbor how he felt about a stu- 
dent who didn’t know anything about 
medicine who came to his home and 
looked over the family so frequently. 
The father answered that he realized 
that “his doctor” was a student but that 
“the student gave him a direct line to 
the best medical care in Cleveland.” On 
several occasions when a pediatric in- 
structor has proposed a procedure to a 
mother she has turned to her first- or 
second-year student to see whether he 
agreed. With a nod from him she has 
been ready to go ahead with whatever 
has been suggested. 

Many families have expressed pride 
and pleasure that they were contributing 
to the education of their student-physi- 
cian. Several times a mother has been 
noted to cover up for some gap in the 
student’s history, so that he will make 
a good impression on the instructor. 

The student’s termination with his 
family at the end of 4 years presents an 
emotional strain for both parties. One 
family will ask if they can later be as- 
signed to another student-doctor, another 
may make an eloquent statement about 
how much the student-doctor has meant 
to them. 

The following report by a student tells 
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of a common response to termination. 

“Family reactions toward termination 
were primarily expressed by the mother. 
She was hesitant to accept this termina- 
tion as complete, asking if the student- 
doctor intended to practice in the vicin- 
ity, how long could she continue to call 
for advice in the event of illness, and 
what the possibilities for continuance 
in the program under a new student 
might be. After termination was com- 
pleted, she continued to contact the stu- 
dent, inquiring if he might arrange for 
the 9-year-old child to be followed in 
one of our clinics. When it was sug- 
gested that she contact her new pedi- 
atrician and make such arrangements 
through him, she expressed hostile senti- 
ments, finding fault with his hurried 
way of doing things and the 7 cost 
of medical care.’ 

Another student wrote: 

“The family missed few if any ap- 
pointments up to the time they were told 
they would be discharged from the Fam- 
ily Clinic. Following this news, the 
family was either late (more than 1 
hour) or missed all appointments with- 
out cancellation. Previously they had 
been up to one-half hour early for all 
appointments. The mother gave as an 
excuse for the missed appointments that 
she had forgot. A total of 10-12 appoint- 
ments were missed or tardy from Octo- 
ber 1, 1957, to February 1, 1958. I feel 
that the missed and late appointments re- 
flected the family’s (particularly the 
mother’s) disappointment over being 
discharged. I felt that the previously 
kept appointments and their early arrival 
to them was a reflection of a rather good 
relationship.” 

Loyalty through 4 years and reasons 
for separation.—The percentage of fami- 
lies who have continued to participate in 
the clinic from the original assignment 
in the first year to termination in the 
fourth year has averaged 80 per cent. 
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TABLE 1 
FAMILIES WHO HAVE SEPARATED FROM 
FAMILY STUDY 


Eight-Year Experience with All Families 
Assigned to Four Classes* 


Number 
Separation for obvious reasons: 
Moved out of city 26T 
Moved too far from clinic 2 
Death of child 4t 
Student left and family 
not reassigned 9 


Separations in which student attitude 
may have contributed: 
Changed to private physician 19 
Changed to city well-baby clinic 5 
Terminated by Study because 
family apparently unsuitable 9 
Terminated by Study because of 
persistently broken appointments 5 


Total Separations: 79 


* Classes of 1957, 1958, 1959, 1960. 

+ Four of these moved before birth of 
infant, were never seen in the Family Study 
pediatric clinic. 

tOne later joined with student in sub- 
sequent class. 


Whenever the question has arisen 
about separating a family from the 
study, the situation has been reviewed 
with the student by the two authors, to 
try to evaluate the reasons. When pos- 
sible, one of the authors (D.C.C.) has 
interviewed the family. Table 1 gives 
the number of families who have sepa- 
rated from the clinic, for four different 
classes. Some of these separations have 
been initiated by the study; some by 
the family. Only four families have di- 
rectly expressed displeasure with the 
study, but it is believed that dissatis- 
faction lay behind many of the par- 
ents’ decision to transfer to a private 
physician or another clinic. In the termi- 
nation for “persistently broken appoint- 
ments” and “family apparently unsuit- 
able” there were often indications that 
the student’s attitude contributed, to a 
greater or lesser degree, to the difficulty. 

A change of residence to another city 
has been the greatest single cause for 
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leaving. Many families have moved from 
one house to another during the 4 years. 
The average has been one move per fam- 
ily, but several have moved as many as 
4or5 times. This has usually not inter- 
rupted the student-family relationship. 
Students have continued with families 
that have moved several miles from the 
hospital. 

There has been an average of three 
infant deaths (usually stillbirths or 
neonatal) each year. This has usually 
meant that the family is separated from 
the clinic after a month or two and a 
new family is assigned to the student. 

Two or three families each year fail 
to follow through with participation 
from the very start. With some of these 
there is evidence that the husband had 
never really given his approval or that 
the mother had falsified her intentions of 
continuing after the birth of the baby. 
If a family comes to the clinic two or 
three times they seem to understand and 
appreciate the purpose of the visits and 
the program. 

A few families have risen so dramat- 
ically on the economic scale that their 
decision to seek private care has seemed 
sufficient reason for change. 

The staff may decide that a family 
should not continue in the clinic when 
it becomes clear on investigation that 
the family lacks motivation and a capac- 
ity to cooperate. In other families do- 
mestic and psychiatric problems prove 
to be too threatening for a particular 
student. 

When a family does not keep appoint- 
ments or chooses to go to a well-baby 
clinic or a private doctor, it may or may 
not be clear whether disturbances in the 
student physician-patient relationship 
are primarily caused by the family or 
by the student. If there is no progress 
after prolonged coaching of the student, 
he is assigned a new family so that he 
can have a fresh start. 
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DISCUSSION 


The response of the patients enrolled 
in this program has been gratifying to 
the faculty and students. The parents’ 
loyalty has shown that they value the 
continuing interest and availability of 
the medical student despite his limited 
medical knowledge. The students have 
fostered this impressive devotion by 
being honest about what they do not 
know, seeking out answers for the pa- 
tients’ questions, attending the sched- 
uled visits faithfully, being aware of 
their obligations in the doctor-patient 
relationship, being sympathetic to pa- 
tients’ ideas and feelings. In contrast, 
the rare student, who has lacked sincere 
interest, has had a deteriorating rela- 
tionship. 

A vital factor in the success of the 
Family Study has been the understand- 
ing and cooperation of the medical school 
faculty—both preclinical and clinical. 
They have not only permitted but have 
helped students carry out their clinical 
responsibilities in emergencies, even 
though this interfered with other learn- 
ing commitments. 


SUMMARY 


When a Family Study was started 
for student teaching there was initial 
concern about the willingness and ability 
of the clinic patients to participate. Over 
the years there has been an increasing 
interest in joining this program. It 
has become apparent that families can 
and will work well with a student physi- 
cian, can keep appointments, and follow 
advice. An average of 80 per cent of 
the families have remained in the pro- 
gram throughout the 4 years of school, 
and of those leaving one-third moved 
out of town. 
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Experience with a Medical School Family Study* 
VI. An Analysis of Responses of Families 


to a Family Study Program? 


ELEANOR SOROKER?{ 
Western Reserve University, School of Medicine, and 
University Hospitals, 
Cleveland, Ohio 


This study was undertaken because of 
the interest of the members of the fac- 
ulty of the School of Medicine of Western 
Reserve University in the responses of 
the families who have participated in 
the Family Study program. The Family 
Study program, which is used as an 
essential part of the revised program of 
medical education at Western Reserve 
University, is a plan whereby each first- 
year medical student is assigned a family 
in which the mother is expecting a baby. 
The student-physician follows the total 
medical and social situation of this fam- 
ily during the period he is in medical 
school, and his function develops from 
that of primarily an observer at the 
outset to a more active role in later 
years, but always under the supervision 
and consultation of an instructing physi- 
cian. The student-physician’s activities 
with his family are carried out through 
visits to the family’s home as well as 


* The establishment of a Family Study 
was made possible by a grant from The 
Commonwealth Fund. 

+ As interpreted by the mothers of these 
families. 

tCasework Supervisor, Medical Educa- 
tion—Family Study Program, Social Serv- 
ice Department, The University Hospitals; 
and Associate in Social Work, Western Re- 
serve University, School of Medicine. 
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contacts with them in the clinic and 
hospital. The program has been described 
in more detail elsewhere (1-5, 7-9), and 
the students’ responses to the first year 
have been reported (6). 

This report concerns the reactions of 
the families themselves to the program. 
based on their expectations and actual 
experiences with it. It presents a critica} 
appraisal of the patient-physician rela- 
tionship and the clinic experience of the 
families who were known to the medical 
students, called doctors-in-training, of 
the class of 1958. An effort has been 
made to learn the views and attitudes 
of these families toward the program 
through a personal interview between 
the mother of the family and a trained 
social caseworker. The families of the 
class of 1958 were selected since this 
group had terminated their contacts 
with the student-doctor by the time the 
study was undertaken; but their experi- 
ences were recent enough for them to 
recall the material fairly easily. Included 
in the study are the 53 families who 
had the same student-physician through- 
out their experience in the program. Of 
these, 48 families remained in the pro- 
gram for its full course (3% years), 
and five families chose to drop out of 
the program before its completion. 
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Most of the families responded readily 
to the request for an interview and 
agreed to come into the clinic for it. 
No mother refused to be interviewed, 
and many commented that this was one 
way they felt they could do something 
for the hospital in return for all that 
had been done:for them. 


Of the five families who dropped out 
of the program before its termination, 
one mother left after her baby was 6 
weeks old, not so much because she dis- 
liked the program but because her hus- 
band disliked having a student doctor 
who was younger than his wife. They 
transferred to a private physician. An- 
other mother could no longer keep clinic 
appointments because she returned to 
work. She had been in the program 8 
months when her husband became ill. 
Still another mother dropped out when 
her baby was 4 months old and she 
became pregnant again. She reported 
that she felt ill and could not continue 
to bring the baby to the clinic. In addi- 
tion, she had been dissatisfied with the 
care here when the doctors had not given 
her medication for her baby’s rash. One 
family remained ir the program for 2 
years before dropping out but wondered 
constantly when the program would end. 
This mother had entered the plan with 
the impression that the program was 
for the duration of the prenatal period 
only. The fifth family to drop out did 
not dislike the program but had no 
understanding that it was to continue 
past delivery of the baby and was to 
provide medical check-ups for the child. 
This mother took her baby to the city 
well-baby clinic for care and, today, 
would welcome the opportunity to re- 
enter the family program. 


This study has been approached from 
the point of view of three broad ques- 
tions: (a) what were the families’ ex- 
pectations of the Family Study program 
when they entered it, (b) what were 
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the families’ experiences while in the 
program, and (c) what were the fam- 
ilies’ evaluations of the program at ter- 
mination compared with their expecta- 
tions? Although the interview with the 
mother by the social worker was directed 
to cover the same points with each fam- 
ily, there was free exchange of informa- 
tion. All data were limited to the infor- 
mation obtained through the interview 
with the mother. It is anticipated that 
the material elicited from this study 
may point directions for further explora- 
tion in the future. The mother’s attitude 
toward the program, compared with the 
student’s evaluation of his relationship 
with the same family, has already been 
studied and reported, and it has given 
additional insight into the development 
of the doctor-patient relationship (10). 
Objective data obtained from the fam- 
ily’s clinic records, such as the number 
of appointments in the clinic, the number 
of broken appointments, and the number 
of other members of the family seen in 
the clinic could be compared with the 
mothers’ impressions in these areas. 
Finally, an estimate of what the health 
service given through the Family Clinic' 
has meant to these families, as con- 
trasted with a similar group at a well- 
baby clinic, might lead to valuable ma- 
terial on the kinds of attitudes that 
occur in families toward various types 
of clinic care. 


COMPOSITION OF THE GROUP 


The characteristics of the group 
studied reflect the selective factors that 
operate in the original choice of fam- 
ilies for the program. At the time of 
entrance into the program each mother 
was pregnant and was registered in the 


1 The Family Clinic is a special clinic at 
Babies and Childrens Hospital, The Univer- 
sity Hospitals, devoted to the care of the 
children of the families in the Family Study 
program and offering well and sick baby 
care. 
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TABLE 1 
AGE OF FATHER, EDUCATIONAL STATUS AND OCCUPATION AT TIME OF ENTRANCE INTO PROGRAM* 


Journal of Medical Education 


Other 


White 
collar 


OccuPATION 


Laborer 


Total 
almost % having completed high school. 


h 24, 


: 


with 28 between the ages of 20 and 29 years and 25 between the ages of 30 and 


a little younger, 
1 status followed the same general pattern wit 


Their educationa 


* Mothers were generally 


39 years. 


+ Unemployment Compensation. 
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Prenatal Clinic of the Department of 
Obstetrics-Gynecology of the University 
Hospitals. Both parents were in the 
home, stated to be married, and had 
no obvious medical, social, or emotional 
problems. About two-thirds of the fam- 
ilies (35) had one or two older children 
at the time they entered the program 
and about one-fourth (fourteen) had no 
children. 

Since the total clinic population is 
predominantly Negro, all the families 
in the study but one were Negro. Forty- 
four gave their religion as Protestant, 
one Catholic, and seven as other, includ- 
ing one father who was a Christian Sci- 
entist. In one family the mother was 
Protestant and the father Catholic. 

About one-half of the parents had 
completed a high school education (59), 
and, of these, seventeen had gone on 
to higher education. 

Thirty-five parents had lived in the 
City of Cleveland most of their lives, 
and, of the remainder, 55 had been here 
from 6 to 15 years. Almost one-half of 
the families (24) lived in apartments, 
with rents in the range of from $25 
to $75 per month. Eight families were 
buying their own homes. 

In 42 families the father alone was 
working, and in ten families both mother 
and father were working at the time of 
entrance into the program. One family 
had only the mother employed, with the 
father drawing unemployment compen- 
sation. The fathers’ occupations were 
primarily in the field of skilled and 
unskilled labor (42), whereas ten occu- 
pied white collar? positions such as 
postal clerks, bus drivers, and salesmen, 
as seen in Table 1. Family incomes 
ranged from $50 to $150 per week, 
with only two families receiving less 
than $50 per week. One of these families 
received free rent as additional com- 
pensation. 


2 Includes service, sales, clerical work. 
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FAMILIES’ EXPECTATIONS OF THE PROGRAM 


The expectations of families were 
vague as they recalled their entrance 
into the program 4 years previously. Al- 
though the program was described to 
each mother before she entered the plan 
briefly by the physician in the Prenatal 
Clinic and in detail by the social worker 
responsible for the selection of the fam- 
ilies, the real understanding of the pro- 
gram often came only after the family 
had had some experience with it. 
Mothers did recall, however, several rea- 
sons for deciding to participate in the 
program. The most frequent reason (27) 
given by mothers was their feeling that 
they would receive more individual atten- 
tion by having a student-doctor. They 
believed that, through him, a more care- 
ful check would be kept on the mother’s 
and infant’s health, since he would have 
a personal interest in the family. Sev- 
eral families likened the situation to 
having a private doctor. The next most 
frequent reason given (23) was the fact 
that they felt they would provide experi- 
ence for the student-doctor. Some par- 
ents were familiar with the plan through 
reading about it in the newspapers, and 
many had heard of it from their friends. 
Although the desire to provide experi- 
ence for the student-doctor was usually 
not the sole reason given for entering 
the program (with one exception), it 
was mentioned independently by more 
than one-half of the mothers. Other fac- 
tors influencing the mothers to accept 
or even seek out assignment to a student- 
doctor included the security that families 
felt in knowing they would have someone 
whom they could call any time of the 
day or night in case of emergent illness 
at home (nineteen mothers), their feel- 
ing that they would get faster and more 
thorough medical care through the plan 
(fourteen), and their eagerness to have 
someone who could help them with their 
problems and answer their questions 
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about pregnancy and child care (eleven 
mothers). That someone, whom they 
knew, would be with them at the hos- 
pital at the time of delivery of the infant 
was noted in eight cases, and three 
mothers said they didn’t know what was 
in the plan for them but would try it. 
One mother thought it would be a good 
way to get to know a doctor to whom she 
could go later if he remained in the city 
after graduation. 

In 30 instances mothers did not under- 
stand the student-doctor to have any 
function whatsoever in obtaining medi- 
cal care for members of the family other 
than the pregnant mother and the baby.* 
This impression was usually corrected 
after the family had been in the program 
for a while and illness in other members 
did occur, but at the outset most mothers 
thought of the program as exclusively 
for them and their infant. Their reasons 
are outlined in Table 2. 

The purpose of home visits by the 
doctor-in-training appeared to be well 
understood by this group. Thirty-seven 
mothers believed the visits would give 
the student an opportunity to observe 
the home environment and meet other 
members of the family. Some mothers 
(eighteen) volunteered that home visits 
would give their student doctor an oppor- 
tunity to keep a check on the mother’s 
health during pregnancy and, later, on 
the baby’s health between clinic visits. 
Nine mothers thought home visits would 
allow the doctor to observe the baby’s 
reactions at home, especially in relation 
to other siblings. Only three either ex- 
pected no home visits or had no idea of 
their purpose, and, of these three, two 
dropped out of the program shortly after 
their admission into it—one family be- 
fore a home visit was ever made to them. 

The reasons for bringing the new baby 

3 The student physician also provides as- 
sistance to all family members in obtaining 


medical care in University Hospitals Clinics 
other than the Family Clinic. 
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TABLE 2 


REASONS GIVEN BY FAMILIES FOR ENTERING FAMILY STUDY PROGRAM AND 
THE ANTICIPATED ROLE OF DocTOR-IN-TRAINING 


REASONS FOR ENTERING PROGRAM* 


More individual attention 

Provide experience for student doctor 
Someone to call in emergency 
Prompt and more thorough care 


Someone to answer mother’s questions 
regarding pregnancy and child care 


Familiar face at time of delivery 
Didn’t know 
Student-doctor had no function 


EXPECTED ROLE OF STUDENT-DOCTOR IN 
OBTAINING MEDICAL CARE 
For infant For rest of family 


20 


24 
4 


* As recollected by the mothers in the program. 


to the Family Clinic seemed clear to 
most of these families, many of them 
having already had clinic experience for 
themselves or older children. Regular 
examinations of the child were recog- 
nized by most mothers as an important 
function of the Family Clinic and were 
mentioned 50 times as being one of the 
purposes of clinic visits. In 34 instances 
mothers took the initiative to say that 
they would bring their child to the clinic 
if he were ill, and 21 mothers mentioned 
“shots” as another reason. Four mothers 
made no mention of sick care as a service 
of the clinic, and only fourteen mothers 
mentioned all three factors (examina- 
tions, sick care, and inoculations). Nine 
mothers thought that one of the main 
purposes of clinic visits was to provide 
experience for the student-doctor in 
order to afford him an opportunity to 
study the development of children, their 
illnesses, and the ways to deal with in- 
fants and mothers (Table 3). 


FAMILIES’ EXPERIENCES IN THE PROGRAM 


Prior to entering the program 39 
families had obtained some of their 
medical care from private physicians. 
This figure includes fathers who were 
treated by company doctors. Thirty-four 


fxmilies had had some experience with 
clinic care, seven had been to well-baby 
clinics only, and two had never gone 
to a doctor. 

When asked a question concerning the 
ease or difficulty of getting medical care 
after they were in the program as com- 
pared with their previous experiences, 
the response was usually immediate and 
enthusiastic. Almost 75 per cent (38) 
of the mothers felt that it was much 
easier to obtain medical care quickly 
after they were in the program. 
Mothers were pleased that they could 
call their student-doctor whenever nec- 
essary. Thirty-four mothers explained 
specifically that, when their child was 
ill, they called the student-doctor who 
checked with a staff physician and then 
promptly called the mother to instruct 
her in what to do at home or to arrange 
for her to come to the clinic or emer- 
gency ward where he usually met her. 
These mothers felt that the emergency 
medical care they obtained in this way 
was not only quick and thorough but 
was followed by care provided later in 
the Family Clinic. One mother noted 
that she could always call her student- 
doctor at night and could come to the 
emergency ward if necessary, whereas 
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TABLE 3 


FAMILIES’ UNDERSTANDING OF PURPOSES OF HOME VISITS AND 
CLINIC VisITS AT TIME OF ENTRANCE INTO PROGRAM 


Anticipated purposes of home visits* No. 


Opportunity for student-doctor to see 
home environment and meet other 
members of the family 


Keep check on mother’s health during 
pregnancy and on baby’s health 
Observe child in relationship to other 

siblings 
Provide experience for student-doctor 
in making home visits 


Conduct physical examinations of other 
members of family 


Didn’t expect any home visits 2 


Anticipated purpose of clinic visits 


Regular physical check-ups of infant 50 
Care when ill 34 
Inoculations 27 
Experience for student-doctor 9 
Instruct mother in child care 5 


* As recollected by the mothers in the program. 


most private physicians with whom she 
had had experience were reluctant to 
make night calls. Another mother felt 
that getting medical care under the pro- 
gram was made easier by seeing the 
same doctor each time she came to clinic. 

None of the mothers felt that it was 
more difficult to obtain medical care 
after she was in the program than it 
had been before. Six felt that it was 
about the same (some of these mothers 
had children who had attended the Uni- 
versity Hospitals Pediatric Clinic), and 
nine had no previous clinic care with 
which they could make comparisons, hav- 
ing gone to family doctors for long pe- 
riods of time or having had no medical 
care at all prior to entering the program. 
Table 4 shows these experiences. 

In 42 instances the student doctor did 
assist a member of the family other than 
the new baby to get medical care. In 30 
families other siblings were examined, 
and in 42 families parents were examined 
in University Hospitals Clinics. Seven 
families had no other members of the 
family ill, and four obtained medical 
care on their own initiative without the 
aid of the student doctor. 

Clinic experiences.—Well-baby exami- 
nations constitute a large proportion of 
the time spent by the mothers and babies 


in the clinic. Without exception mothers 
reported that they liked the well-baby 
examinations, only one mother qualifying 
her statement by adding that she felt 
the examinations were sometimes too 
lengthy and unpleasant, since two doc- 
tors always examined the child (student 
and instructor). Forty-nine mothers liked 
the fact that the well-baby examinations 
were continued over so many years 
(duration of program). Two mothers 
felt that they need not continue to be 
so frequent later in the program, one 
finding it difficult to attend clinic after 
her second child was born. Two other 
mothers dropped out so early in the 
program they could not evaluate this 
item. Forty-five mothers said they would 
have had well-baby examinations else- 
where had they not been in the pro- 
gram, but fifteen did not think they 
would go as often or as long, explaining 
that the city well-baby clinics discharged 
children sooner. Eight mothers would 
not have gone elsewhere, five because 
they thought they would take the child 
for care only if he were ill, two because 
they did not like the other well-baby 
clinics in the City, and one because she 
had not known about well-baby examina- 
tions before entering the program. 
Advice to parents on habit-training in 
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TABLE 4 


PREVIOUS MEDICAL EXPERIENCE CONTRASTED WITH EXPERIENCE IN OBTAINING 
MEDICAL CARE IN PROGRAM 


Where family obtained medical 
eare before entering program 


Total 
Clinie only 

Private physicians only 

Combination of clinic care and 


private physician 2: 


Other 


* Never went to a doctor before. 
+ No previous comparable experience. 
t Dropped out of program too soon to compare experience. 


childhood has been an important func- 
tion of the staff of Family Clinic. This 
advice covers such topics as weaning, 
introduction of solid foods, toilet train- 
ing, hours of sleep, problems of thumb- 
sucking, jealousy between siblings, and 
discipline. Approximately two-thirds of 
the mothers (33) in the group had no 
idea that they would receive such advice, 
but almost all of them (49) were enthu- 
siastic about it. Only two mothers were 
noncommittal in their attitude, and two 
others were not in the program long 
enough to attend Family Clinic. Although 
many of these mothers had already had 
experience with rearing children, 39 of 
them said they followed carefully all 
the advice that was offered. Twelve 
mothers followed some of the advice but 
not all of it, and, again, two never 
attended Family Clinic. Reasons for not 
using all suggestions offered were divided 
between the mother’s feeling that they 
were too difficult to follow and her dis- 
agreement with them. Four mothers gave 
their baby a bottle whenever the child 
cried or to encourage him to go to 
sleep. Four others started toilet training 
earlier than suggested, explaining that 
this plan had worked out well with older 
children so they tried it again. One 
mother always took her baby out of 
bed and into her own bed at night when 


Total 


EXPERIENCE IN OBTAINING MEDICAL CARE IN PROGRAM 
Easier Harder Same 
than before than before as before Other 


38 0 6 9 
12 1 
9 1 57 


17 2t 


the child cried, and another taped the 
child’s hands after his mouth showed 
excoriations, since the mother believed 
this was due to excessive thumb-sucking. 
Another mother reported that she and 
her husband were stricter disciplinarians 
than their student-doctor or the clini- 
cians seemed to suggest, and still an- 
other decided to give more solid food 
than the doctor recommended. Table 5 
illustrates some of these attitutes in 
relation to the parents’ clinic attendance. 

Mothers recalled that they received 
advice on weaning, the time to start 
solid foods, and toilet training much 
more frequently than in other areas. 
Weaning was mentioned by 47 mothers, 
introduction of solid foods by 49, and 
toilet training by 47. Only twelve mothers 
recalled discussing thumb-sucking with 
their student-doctor or pediatrician. 
When mothers reported that they did not 
receive advice on a particular subject, it 
was, according to them, because there 
was no problem in that area. 

When a child in the Family Study 
program became ill, he was most often 
taken to the Family Clinic for treatment. 
In 34 instances, however, the family at 
some time during the 3% years took 
their child elsewhere, either to the 
emergency ward, another University 
Hospitals clinic, or a private doctor, 
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because the Family Clinic was not avail- 
able. Either it was not in session, they 
could not obtain an appointment, the 
child had a communicable disease, or, 
occasionally, the family could not reach 
the student-doctor. This situation was 
often a source of considerable disappoint- 
ment to the mother, who felt that the 
doctors in the Family Clinic knew their 
child best. 

Forty-six parents expressed complete 
satisfaction with care they received in 
Family Clinic. Three, however, objected 
to not receiving medication for colds 
and skin rashes, and two expressed a 
desire for tape on the child’s navel when 
it protruded. Two mothers felt that they 
learned from experience to accept the 
clinic’s decisions about child care since 
they found them most satisfactory after 
all. 

Almost half of the mothers (22) said 
that care in Family Clinic did differ 
considerably from care they had had 
elsewhere. They commented upon the pa- 
tience and individual attention that was 
shown them and felt that the doctor had 
a complete knowledge of their child’s 
history and gave him a thorough exami- 
nation. Three mothers noted that they 
had a shorter wait in Family Clinic 
than elsewhere, and only one felt the 
opposite. 

Nine mothers expressed some dis- 
satisfaction with Family Clinic, their 
reasons centering around the limitations 
of Family Clinie in giving complete care 
at all times to all the members of the 
family rather than the treatment they 
received in the clinic. Included in Table 6 
are the attitudes of patients toward the 
treatment they received in Family Clinic 
as related to their comparison of this 
care with previous medical experience. 

Broken appointments and tardiness 
have constituted a problem in the admin- 
istration of all clinic care. Approximately 
one-half (25) of the mothers in this 


follow part of 
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Followed Did not Followed 
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most of 
advice 


Total 
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WELL-BABY EXAMS 
Liked 


Total 
* Never had any appointments in Family Clinic. 


+t Felt exams were too lengthy. 
t Not in program long enough to say. 


Difficulty in 
keeping clinic 
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TABLE 6 


VoL. 36, DECEMRER, 1961 


ATTITUDE TOWARD TREATMENT RECEIVED IN FAMILY CLINIC AS COMPARED * 
WITH PREVIOUS MEDICAL CARE 


DIFFERENT FROM PREVIOUS MEDICAL CARE 
Yes 


Better 
ATTITUDE 
TOWARD 
TREATMENT More 
IN FAMILY Shorter individual 
CLINIC Tora. Total wait attention Other 
Total 53 37 3 22 12 
Liked 45 37 3 22 12* 
Disliked 6 0 


Other 2 0 


+ Never went to Family Clinic 


group did find it difficult to keep their 
appointments, usually because of having 
other children at home. Many mothers 
found that this caused them to be late 
or miss appointments if the child were 
ill. A few mothers (five) had to return 
to employment themselves and found 
clinic hours difficult to meet. Occasion- 
ally, transportation became a problem 
because of bad weather or when the 
mother became pregnant again and felt 
ill. Twenty-seven mothers reported, how- 
ever, that they found no difficulty at all 
in keeping their appointments and, ac- 
cording to them, were able to be at 
clinic at the appointed time. 

One of the outstanding features of 
the mothers’ responses to the Family 
Clinic, and the one that was unanimous 
throughout every interview, was the 
mothers’ conviction that the personnel 
of the clinic were interested in them 
and in their problems. Reasons ranged 
from cleanliness and cheerfulness of the 
clinic to the fact that some mothers 
liked being telephoned at home if they 
missed their appointments. The most fre- 
quent comment (31) was “They made us 
feel welcome and remembered our name.” 


The sincere interest that was conveyed 


by the inquiries about the family’s health 
and by the cordial, unhurried reception 
appealed to every family. Nineteen 


* No previous medical care with which to compare. 


_No_ Other 
Worse 
Receive 
medicine 
sooner 
from 
Longer private 
Total wait Dr. Other 
4 1 3 0 10 2 
0 = 8 
4 1 3 : 2 


0 


mothers commented upon the patience 
shown in answering their questions and 
explaining medical matters or appoint- 
ments to them. Thirteen noted their 
appreciation of the help that was given 
them in caring for other children who 
were along, including the fact that 
there were toys and play space. The 
reception they received at Family Clinic 
was described by the mothers as a very 
pleasant aspect of the program. 

Home visits.—Every mother but two 
reported that she enjoyed the home visits 
by her student-doctor. Attitudes varied 
from great enthusiasm to one mother’s 
description of the home visiting as “all 
right.” Two families dropped out because 
home visits epitomized their resistance 
to the student-doctor system as a whole. 
Both of these families seemed to have 
many personal problems that interfered 
with their relationship with their stu- 
dent-ductors. They were able to accept 
medical attention by itself but were 
unwilling to enter into any more inter- 
personal family discussions. 

In all but two instances the student- 
doctor planned his home visits ahead of 
time with the family, and in those two 
cases he usually telephoned just before 
coming. Both parents talked to him 
together at some time in 47 cases, but 
in five the father never spoke to the 
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TABLE 7 


ATTITUDES TOWARD HoME VISITS COMPARED WITH LENGTH OF VISIT AND DISCUSSION 
OF PERSONAL PROBLEMS 


LENGTH OF HOME VISITS 


ATTITUDE TOW ARD 
HOME VISITS 


Total 53 23 
Liked 

Disliked 

Other 


* Never had any home visits. 
Tt “They were all right.” 


student-doctor at the home visits. (One 
family dropped out before a home visit 
was rnade.) Most mothers said that the 
fathers enjoyed the home visits, only 
four fathers being described by the 
mothers as noncommittal in their atti- 
tude and going along with the plan to 
satisfy the mother. 

Visits lasted about 1 hour during the 
beginning of the program and usually 
became shorter (about % hour) and less 
frequent as the child grew older and 
the program neared its end. All the 
mothers found that the visits allowed 
ample time to answer their questions. 
Every mother but one felt that they 
were frequent enough since they could 
reach the doctor in the interim if this 
became necessary. Nine mothers would 
have liked more home visits later in 
the program since they still had prob- 
lems about their childrens’ health that 
they would like to have been able to 
discuss. 

Medical problems and growth and de- 
velopment of the children were the most 
widely discussed topics at home visits, 
with the discussion of personal problems 
between mother and father the next 
most frequent. Of the 24 mothers who 
said they discussed personal problems 
with their student-doctor, nineteen felt 
that this discussion was of value to them. 
A few were noncommittal, and two 
strongly disliked the discussions. Other 


Total Under 1 hour 1 hourOver 1 hour Other 


DISCUSSED PERSONAL PROBLEMS 
Total Yes No Other 
1 


subjects talked about at home inter- 
views were finances, employment and 
housing, with the range extending to 
include music and the student-doctor’s 
own training. Table 7 illustrates their 
attitudes toward home visits as related 
to the length and content of the visits. 

Relationship with doctor-in-training.— 
Fifty out of the 53 mothers who were 
interviewed liked having a_ student- 
doctor. One of them was skeptical about 
a female doctor at the beginning but 
soon came to respect her. Another 
mother felt she needed some time to get 
acquainted with her student-doctor but 
gained confidence in him after the ini- 
tial period. Still another underscored her 
happiness at having a student-doctor by 
recounting that he brought candy to her 
children. Having someone who could give 
care quickly at time of illness and who 
would explain medical recommendations 
to the mother so she could understand 
them gave mothers an assurance which 
they had not experienced under other 
systems of medical care. Eighteen 
mothers felt that the student-doctors 
taught them much about child care, and 
ten remembered his helping them with 
their own problems. A large proportion 
(almost one-fourth) noted that having 
had the experience of a student-doctor 
made their children less fearful of doc- 
tors in general. Many mothers (sixteen) 
described their student-doctor as some- 
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Did Family Study 
program meet 
expectations 


Total 


Total Acquaintance 


TABLE 8 


FAMILIES’ EVALUATION OF PROGRAM AS COMPARED WITH THEIR RELATIONSHIP 
TOWARD THEIR STUDENT-DOCTORS 


CLASSIFICATION BY FAMILIES OF THEIR STUDENT-DOCTOR 


Visitor 


VoL. 36, DECEMBER, 1961 


Friend Doctor Other 


Yes 
No 
Other 3 
: * Dropped out after 6 weeks. 
+ Wanted whole family included from beginning. 


§ All classifications. 
# As student only. 


one who took a personal interest in the 
welfare of the whole family. 

None of the mothers was disturbed 
by the fact that, when she called the 
student-doctor about a medical problem, 
he would check with another physician 
and cal] her back. All seemed to under- 
stand the reason for this procedure, and 
many thought it desirable to obtain an- 
other doctor’s opinion. Several were ap- 
preciative that the student-physician 
admitted not knowing rather than at- 
tempting to give an answer which might 
be a wrong one. 

Forty-eight mothers reported that they 
regarded their student-physician as a 
doctor, and 38 of these thought of him 
as a friend as well. Almost half of the 
group (22) saw him as their doctor from 
the very beginning of the program, six 
at the time of delivery and nine after 
the first year. Others arrived at this 
feeling at various periods in the pro- 
gram such as after the child’s inocula- 
tions, which were given by the student. 
Only seven mothers thought of their 
student-doctor as an acquaintance or a 
visitor, and only one, who later dropped 
out of the program, never thought of 
him as anything but a student. This 
family had a poor understanding of the 
program from the outset and resisted 


t Program diminished too much after half-way stage. 


any attempt of the student-doctor to 
develop any real doctor-patient relation- 
ship (Table 8). 


TERMINATION OF THE CARE OF FAMILIES 


At the time of the termination of 
the contact between the doctor-in-train- 
ing and his family, plans for future 
medical care for the family were mutu- 
ally worked out between the student- 
doctor and the family in all but seven 
instances, where the mother did not 
recall any such planning or the family 
dropped out of the program before its 
completion without making any plans. 
In 25 families the children were referred 
to clinics for their future care and in 
nineteen families to a private physician. 
Seventeen families chose clinics for the 
future care of the parents, and in six- 
teen cases the parents planned to return 
to private medical care for themselves. 
In thirteen families the mother was re- 
ferred to a clinic and the father to a 
private physician, since his working 
hours interfered with clinic attendance. 

More than half (39) of the mothers 
expressed definite disappointment about 
having to go back to another type of 
medical care at the end of the program, 
a few (nine) were accepting of the idea, 
and only five were eager to do so. Of 
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these, three were families who had left 
the program before its completion. 


SUMMARY OF FAMILIES’ EVALUATION 
OF THE PROGRAM 


On the whole the findings of the 
study indicate an enthusiastic response 
of 47 mothers to the Family Study pro- 
gram. Two mothers who did not drop 
out expressed some disappointment with 
the plan, since their desire was for 
more care than the program afforded. 
Of these, one mother was eager to have 
care provided for her older child as 
well as the baby in the Family Clinic 
from the very beginning, and the sec- 
ond mother thought that the program 
petered out too much toward the end. 
Two mothers felt that they never under- 
stood the program because they dropped 
out of it too soon, and two others left 
the program because of dissatisfaction 
with it. 

There seemed to be a genuine appre- 
ciation by the families of the quality 
of the medical care provided by the 
Family Clinic and of the student-doctors’ 
personal interest in the family as a 
whole. This concept of a family-centered 
program was a new and significant expe- 
rience to many of these people, and the 
similarity between the care in this pro- 
gram and the interest often shown by 
a family doctor was noted by many. The 
security they felt in knowing that they 
could call their student-doctor at any 
time without the danger of incurring 
disapproval and that continuity of care 
was provided by persons who knew their 
history were factors of great importance 
to them. The willingness of mothers to 
come back to be interviewed about the 
program, often at the cost of taking 
time off from work or other obligations, 
appeared to demonstrate their wish to 
contribute something for all they felt 
they received. 

Comments such as “I felt lost after 
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my student-doctor was gone,” or “My 
children were crazy about the doctor and 
still ask for him,” illustrate some of 
these attitudes. One mother thinks that 
her doctor chose to specialize in the 
field of pediatrics because of the fine 
relationship he developed with her fam- 
ily. Another mother regrets the termina- 
tion of the program every time she goes 
past the door of the Family Clinic and 
remembers that “Then, I had nothing 
to worry about.” Still another said, “If 
he (student-doctor) continues as he was 
as a student, he’ll be a wonderful doctor.” 
One testimonial came from a mother who 
named her youngest child after her 
student-doctor. 
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Experience with a Medical School Family Study * 
VII. An Analysis of Responses of Physicians- 
in-Training to a Family Study Program 


ELEANOR SOROKERt 


Western Reserve University, School of Medicine, and University Hospitals, 
Cleveland, Ohio 


_ This paper is a companion to “An Anal- 
ysis of Responses of Mothers to a Family 
Study Program.” The families and the 
physicians-in-training who worked with 
families are the same in both reports. 
The first paper dealt with the responses 
of the mothers to a program at Western 
Reserve Medical School in which each 
first-year medical student is assigned a 
family in which the mother is expecting 
a baby. The student-physician follows the 
total medical and social situation of this 
family during the period he is in medical 
school and his function develops from 
that of primarily an observer at the out- 
set to a more active role in later years, 
but always with the supervision and con- 
sultation of an instructing physician. 
The present report is concerned with the 
students’ evaluations of the responses of 
these families to the program as well as 
the students’ own reactions to the learn- 
ing experience and its value to them. A 
comparison will be made of the two 
points of view. 

In the first paper an appraisal was 
made of the attitudes of 53 mothers to 
the Family Study program by means of 


* The establishment of a Family Study 
was made possible by a grant from The 
Commonwealth Fund. 

+ Casework Supervisor, Medical Educa- 
tion-Family Study Program, Social Serv- 
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and Associate in Social Work, Western Re- 
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a personal interview with each mother 
by a trained social case worker. The 
present paper deals with the written 
reports of the 52 (one report missing) 
doctors-in-training who worked with 
these families for the duration of their 
participation in the program. The out- 
line followed by the physicians-in-train- 
ing in writing their reports covered 
areas similar to those discussed with the 
mothers. The questions that were asked 
the mothers were based on the students’ 
outline, and, although the students var- 
ied in the manner and amount of their 
recording, the material covered in the 
two papers is comparable. 

The mother was usually unclear about 
her expectations at the beginning of the 
family’s participation in the Family 
Study program. Although, at the time 
of selection of candidates for the pro- 
gram, the social worker described the 
program to the mother, including the 
status of her student-doctor, this ex- 
planation did not always have much 
meaning until the family had had an 
opportunity to participate in the pro- 
gram. Similarly, the physician-in-train- 
ing gained clarity of his role after he 
met his family and actually began work 
with them. The manner in which the stu- 
dents introduced themselves to their fam- 
ilies reflected their own conception of 
their role. Twenty-nine doctors-in-train- 
ing, in describing their initial interviews 
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with their families, reported that they 
told their family that they were begin- 
ning medical students and called them- 
selves “freshmen medical students,” 
“doctors-in-training,” or used other simi- 
lar phrases; but all of this group felt 
that they made it clear to the family 
that the student would have to consult 
with a doctor before answering any of 
the mother’s medical questions. Nine- 
teen students stated that they offered 
no explanations, because they assumed 
the family already knew the student’s 
status. Four students made no mention 
in their reports of the manner in which 
they introduced themselves. 


It is interesting to note that, when 
the student discussed the time when he 
believed his family first regarded him 
as a doctor, twelve reported that their 
families so thought of them from the 
beginning of the relationship, six stu- 
dents felt that their family arrived at 
this feeling after the mother delivered 
her baby, and sixteen described the time 
as somewhere after the first 3-6 months 
of the program, which in many cases 
may have coincided with the time of the 
delivery. Seven students described this 
attitude as a gradual process over the 
entire 3% years of the program. Nine 
made no report, and two believed that 
their family never did regard them as a 
doctor. Almost half of the mothers (22), 
on the other hand, reported that they 
thought of their student as a doctor 
from the very beginning, six at the time 
of the delivery, nine after the first year, 
and others at various periods during 
the program. Eight families thought of 
their student-doctor as an acquaintance, 
visitor, or student only. It is notable 
that, whereas approximately the same 
number of students (34) and mothers 
(37) looked upon the student as a physi- 
cian sometime during the first year of 
the program, more mothers (22) ex- 
pressed this feeling from the outset than 
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students (12), who are starting out 
their career in medical education with 
feelings of strangeness and unfamiliar- 
ity with a new situation. 


There is a greater similarity, however, 
in the students’ and mothers’ evaluation 
of the services rendered the family by 
the student-doctor. Fourteen students 
commented that they helped the family 
with personal problems at home. Sev- 
eral students (six) felt that they made 
it possible for the family to identify 
with a familiar face in the impersonal 
setting of the clinics, and six mothers 
also mentioned this fact. Two students 
reported that they eased the mother’s 
fears about child-rearing, and eighteen 
mothers recalled being taught about 
child-rearing by their student-doctor. 
One of the outstanding values that the 
doctors-in-training felt they afforded 
their families was to make available bet- 
ter, more complete medical care, with 
greater continuity of service. This point 
was noted by 21 students in their re- 
ports, while 27 mothers spoke of this 
advantage also. Another feature which 
the students felt to be essential in their 
contribution to their families’ welfare 
was the presence of someone (the stu- 
dent) who was interested in the family, 
always available when problems arose, 
either of medical or personal nature, and 
who took time to explain the doctor’s 
recommendations to the family. Thirty- 
nine students recalled this as an im- 
portant facet of their role as student- 
doctor. This, apparently, meant so much 
to the mothers in the program that 51 
out of the 53 interviewed mentioned it 
on their own initiative. They pointed to 
the fact that the security which they felt 
in the Family Study program came as 
close to the concept of family doctor 
as they had ever experienced. Six stu- 
dents noted that their presence in the 
hospital with the mother at the time 
of her delivery reassured her and gave 
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her an opportunity to express her feel- 
ings to someone whom she already knew. 
Seven mothers also mentioned this 
experience. 


One must consider here, in addition, 
the student’s evaluation of the benefits 
that he felt he derived from the profes- 
sional relationship. Twenty-four doctors- 
in-training believed that the Family 
Study program gave them insight into 
the importance and value of a good 
doctor-patient relationship. It helped 
them understand the significant role that 
the doctor plays in the life of his pa- 
tients and how this relationship differs 
from ordinary friendship. The student- 
doctors felt that they learned the need 
for a certain amount of impartiality 
when one gives advice and, also, the 
ability to evaluate problems when learn- 
ing how to deal with them. Seventeen 
students experienced their first oppor- 
tunity in observing a normal family in- 
cluding pregnancy and the growth and 
development of an infant in the family 
structure. They noted that it gave them 
a knowledge of home life and the way 
in which one problem can influence the 
family as a whole. Eighteen student- 
doctors believed that they gained con- 
fidence in themselves, and they made 
such comments as “the family had faith 
in me” and “they made me feel useful.” 
These attitudes proved rewarding to the 
student. They gave him a sense of re- 
sponsibility and often prevented dis- 
couragement. One student observed that 
this feeling stimulated him to seek out 
more information about the family. Six 
others found that they were afforded the 
opportunity to understand how helpful 
it is for the doctor to know as much as 
possible about his patients when treating 
them, and three students commented 
that they had their first chance to ob- 
serve the practice of family medicine and 
the vital role of the family doctor. Other 
comments followed along similar lines, 
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almost all noting the importance of the 
student-doctor’s own feelings in the de- 
velopment of a good patient-doctor re- 
lationship which, they felt, was essential 
to good patient-care. 

Thirty-two students found that the 
visits made to the patient’s home were 
extremely important factors in helping 
them see the family as a unit and in 
studying the interactions of the members 
in their natural environment. Here, the 
doctor-in-training could study the dy- 
namics of the family, understand his 
role in the family pattern, and promote 
a better patient-physician relationship. 
Eight students especially mentioned that 
they found this an opportunity to meet 
and talk with the father, and three no- 
ticed that they could appreciate the 
mother’s role more fully through seeing 
her in the home. In this area of stu- 
dents’ observations there was more 
agreement with the mothers’ reports, in 
which 37 mothers regarded home visits 
as an opportunity for their student- 
doctor to see the home environment, meet 
other members of the family and “get 
to know the family better.” Fourteen 
mothers commented, also, that they saw 
the home visits as an opportunity for 
the student-doctor to keep a check on the 
baby’s health. This was not mentioned 
by the students in their reports. Since 
it is hospital policy that all medical 
check-ups be done in the clinic, it is 
probable that the students saw the regu- 
lar clinic visits of the child as the ap- 
propriate place for this function. 

Five students replied that they did 
not believe home visits were of any 
value. One felt that such visits were 
actually detrimental to the patient- 
doctor relationship when there was no 
medical reason for the home call. They 
indicated that they resisted what they 
felt was asking personal questions and 
delving into family problems. Experi- 
ence has shown that a common reaction 
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of students is the projection of some of 
their own feelings onto their work. This 
may have occurred here. These students 
did not have the conviction, as did others, 
of the value of knowledge of all facets 
of a person’s life in order to afford him 
the best professional treatment. 

While about two-thirds (33) of the 
mothers in the group studied did not 
expect advice from the doctor-in-training 
regarding habit-training (i.e., weaning, 
introduction of solid foods, toilet train- 
ing, sleep patterns, thumb-sucking, sib- 
ling-rivalry, and discipline) almost all of 
them (49) were enthusiastic about it. 
Many more mothers reported receiving 
habit-training advice than did students 
report giving such advice. Mothers also 
recalled many more topics. It is note- 
worthy that the mothers overwhelmingly 
recalled discussions in this connection 
on three items: weaning (47), intro- 
duction of solid foods, (49), and toilet 
training (47). Only fifteen doctors-in- 
training, however, reported giving ad- 
vice about weaning, ten about feeding 
problems in general (not specifically re- 
lated to introduction of solid foods), and 
seventeen about toilet training. Twenty- 
five mothers said they received informa- 
tion on hours of sleep for their children, 
whereas only three student doctors men- 
tioned this. Twenty-two families were 
helped with the matter of child jealousy 
by their doctor-in-training, but only one 
student noted giving such advice; and 21 
mothers recalled receiving guidance re- 
garding discipline, with five students re- 
porting this item. Five students made 
no report in their summaries about hav- 
ing given any advice. It is impressive 
to observe how much more help the 
mothers felt they received from this as- 
pect of the program than the student- 
doctors felt they contributed. 

Although many of the mothers in the 
program had already had some experi- 
ence with rearing children, 39 said that 
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they followed carefully all the advice 
that was offered them, and twelve said 
that they followed some but not all of 
it. Twenty-one students reported that 
mothers followed all the advice given on 
matters of routine management of chil- 
dren and medical problems, 21 mothers 
followed advice on both psychological 
problems and medical problems, and four 
clearly did not follow any of the advice 
proffered. Seven students made no re- 
port of this item. From the point of 
view of the students in their reports 
there was no mother who followed advice 
on problems only of a_ psychological 
nature. 

In summing up their work with the 
families at the end of their participa- 
tion in the Family Study program, the 
student-doctors discussed the extent to 
which they felt a student-physician 
should urge his family to change the way 
they were managing the medical care of 
their child when the student felt that 
they were doing this improperly. The 
same question was asked regarding a 
psychological situation in the child. 
Without exception the student-doctors 
in the group studied felt that they 
should exert some degree of forcefulness 
in a medical situation, and without ex- 
ception, again, they believed they should 
not exercise forcefulness if the problem 
were psychological only. Eighteen doc- 
tors-in-training were of the opinion that, 
when both medical and psychological 


problems were present in the child, full, 


explanation of the situation to the 
parents and recommendations for an ap- 
propriate course of action were the most 
effective methods of achieving their goal. 
Twelve other students believed that when 
both of these situations were involved 
some greater degree of firmness was in- 
dicated, although in a diplomatic man- 
ner. Fifteen students believed that force- 
fulness in their attitude was indicated 
when there was a medical problem det- 


a 


to 
| 
+ 
aly 
Nie 
| 
| 
| 
4 
= 


Experience with a Family Study, VII /Soroker 1703 


rimental to the health of the child, al- 
though one of these students felt this 
was justifiable only if danger to the child 
were involved. Three student-doctors 
noted that they could not generalize on 
this matter since they believed one must 
consider the family’s total environment, 
their cultural characteristics, and the 
immediate circumstances surrounding 
the problem. 

In general one notes that the student- 
doctors felt much more willing to be 
forceful with their families on matters 
where at least some degree of medical 
management was involved. The student- 
physicians appeared to feel more secure 
in giving definite answers to mothers 
regarding physical illness in a child, 
but far less at ease in giving advice in 
areas of child-rearing, especially if the 
mother had raised other children and the 
student felt he had no experience in this 
field. Although 39 mothers, including 
many with other children, said they fol- 
lowed all the advice offered, the student- 
doctors’ reports did not reflect this 
attitude. 

Student-doctors were more positive 
than the mothers, however, in their im- 
pressions about clinic attendance. Where- 
as 26 mothers said that they experienced 
some difficulty in keeping their clinic 
appointments, only fifteen students re- 
ported that their families missed many 
appointments. Thirty-one families rarely 
missed, according to their students, and 
only twelve were often noticeably late, 
many of these being families who also 
frequently missed appointments. -Two 
students especially noted that missed ap- 
pointments declined in frequency as the 
doctor-patient relationship progressed, 
and two student-doctors’ patients missed 
appointments only after the student had 
discussed termination of the program 
with the family. Two students made no 
report on this subject. 

Plans for medical care of the family 


after the conclusion of the student- 
doctor’s responsibility were reported by 
the students to have been made in all 
but three instances. In these cases the 
families did not respond to the student’s 
effort to reach them. Four mothers, 
when they were interviewed, did not re- 
call that their student-doctor had made 
any arrangements with them for future 
medical care. No student reported lack 
of success of his termination plans—that 
is, an unwillingness on the part of the 
family to sever the relationship with the 
student. Fourteen felt that their fam- 
ilies were upset by the idea, and %2 
others reported that, although their fam- 
ilies regretted the ending of their con- 
tact, they were accepting of the new 
plan. One of these families hoped the 
student-doctor would remain in the city 
so that he might eventually become their 
private physician. More than half of 
the mothers (38) expressed definite dis- 
appointment at having to return to 
another type of medical care at the end 
of the program, and only nine said that 
they felt accepting of the arrangement. 

On the whole, while the student- 
physicians believed that they made a 
valuable contribution to the health and 
well-being of their families, mothers had 
even more positive feelings about it. A 
greater number of mothers emphasized 
the constructive values of the program 
and were more outspoken in describing 
what they felt the student-doctor’s con- 
tribution had been. All but six (47) 
mothers expressed enthusiasm about the 
program, appreciation of the quality of 
medical care they received, and of the 
personal interest of their student-physi- 
cian. Thirty-seven student-doctors re- 
ported that they thought the program 
was of great value to them, whereas 
fourteen made no comment on _ this 
aspect. 

The student-physicians’ criticisms of 
the program were primarily related to 
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routine details, such as preparation of 
reports. Some criticized the timing and 
length of the program. One student in 
the class believed that the program was 
of no value to him since he thought he 
could have learned about people, their 
motivations, desires, and difficulties by 
himself. Eighteen student-doctors noted 
that the program was of value to the 
student for the entire period of its dura- 
tion (3% years). Seventeen felt that 
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the greatest benefits were derived in the 
first 2 years, two believed that the 
greatest value came in years 2, 3, and 
4, and fourteen made no comment. The 
benefits to be derived from participation 
in a family-centered medical program 
were recognized by most student-doc- 
tors, however, as were the values of hav- 
ing the opportunity to follow the growth 
and development of an infant in such a 
setting. 
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VIII. Common Student Reactions 


JOHN H. KENNELL, M.D.t 


Western Reserve University, School of Medicine, and University Hospitals, 
Cleveland, Ohio 


The faculty committee that planned the 
Family Study anticipated that the stu- 
dents would be put under stress by the 
responsibilities they were to be given 
and that they would have strong re- 
actions. They assumed that the working- 
through of these experiences under close 
supervision would constitute one of the 
chief values of the program. Only grad- 
ually has the faculty recognized the com- 
mon types of student reaction, both to 
the very early contact with patients and 
to the continuation of this relationship 
for 3% years. Some of the common pat- 
terns and also some of the deviations 
will be described. As time has gone on, 
certain reactions which seemed atypical 
when first noticed have proved, on closer 
scrutiny, to be more nearly universal. 
The staff assumes that many of the 
responses which are so dramatically re- 
vealed in the Family Study because of 
the closeness of supervision, and the 
lack of sophistication of first- and sec- 
ond-year students, probably occur also 
in traditional curricula in the third and 
fourth years but are more successfully 
disguised. 
EARLY ANXIETIES 


Meeting and talking to a patient.—As 
the first-year students assemble each fall 
the staff is reminded again about the 
degree of anxiety they develop. Though 


*The establishment of a Family Study 
was made possible by a grant from The 
Commonwealth Fund. 

+t Assistant Professor of Pediatrics, for- 
merly Director of the Family Study pedi- 
atric clinic, 1952-1960. 


most of them appear to be at ease 
socially, chat easily with classmates, 
teachers, and strangers, they act be- 
wildered about how to talk with a preg- 
nant woman. It is not that the student 
or the patient is unprepared for this 
meeting. He knows that the program 
and his status as beginning student have 
been repeatedly explained to the patient, 
and that only then has she been allowed 
to enroll. He has reviewed the clinic 
record and the social service report on 
the family. He has watched and dis- 
cussed an actual interview of another 
prenatal patient conducted by an in- 
structor. He has read suggestions about 
talking with patients. He has asked his 
preceptor, preceptor-mates, the social 
worker, the secretary, a flood of ques- 
tions about how to conduct himself. 
“What should I wear?” “How will I be 
introduced? I mean, what will you call 
me?” “Do you think she will call me 
Doctor or Mister?” “What will I say 
if she asks a medical question?” 

At the moment when he is introduced 
by the social worker, somewhere between 
2 weeks and 2 months after his matricu- 
lation, he may act tongue-tied and almost 
paralyzed. Though most of the first in- 
terviews last 15-30 minutes, an occa- 
sional one may be as short as 3 minutes 
or as long as an hour. When the stu- 
dent comes out he looks relieved and 
says to the first staff member or fellow 
student he meets, “It wasn’t so bad.” 
When he reports on the interview to 
his preceptor group his fellow students 
listen intently, question him about mi- 
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nute details, discuss and question again. 

Though some students bring back 
sharp observations from the first inter- 
view, a majority are able to report only 
that the patient appeared nicely dressed, 
reasonably intelligent and somewhat shy, 
and that he asked certain questions and 
received certain answers. It is apparent 
that most of the student’s concern is 
about his own performance and that he 
has little awareness of what kind of a 
person he is dealing with. It is only 
gradually during the ensuing months 
that his interest is able to shift. 

The first visit to the home.—The first 
visit to the home of the family is an- 


other crisis in the clinical infancy of the 


medica] student. He is sure that he will 
be expected to answer medical questions 
from all members of the family and that 
there will be no one to turn to there. 
The fact that almost all the patients are 
Negro adds to the sense of unfamiliarity. 
The father looms as a threatening figure 
for almost all the students at this point 
(and for some, throughout the 4 years). 
One student asked his preceptor for 
blood pressure apparatus to take with 
him. He said that the social worker had 
described the father as a bit reluctant 
to have his family join the program, 
though he had eventually agreed. The 
student said “I want to impress that 
antagonistic Mr. S. by taking his blood 
pressure.” The preceptor discussed the 
student’s concerns and advised him not 
to take any medical props. The student 
left still apprehensive; but he returned 
enthusiastic about Mr. S. “Why that 
social worker was wrong,” he said. “‘He’s 
a little man and just as nice as can be.” 

Though the student has told the 
mother that one purpose of the home 
visit is to become acquainted with her 
husband, it is common for the husband 
to be absent when the student arrives; 
or if the father is present he may remain 
glued to the television set throughout 
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the visit. Most students immediately in- 
terpret such behavior as evidence of 
antagonism or rudeness. The preceptor 
has to suggest the probability that the 
father was only more embarrassed than 
the student about how to comport him- 
self during such an unfamiliar occasion. 

The first visit to the clinic.—The first 
visit of the infant confronts the student 
with responsibility for another new per- 
formance. Manifestations of anxiety are 
apparent in all students. Some are tremu- 
lous. A few come without any history, 
in spite of mimeographed instructions, 
preparatory lectures, the reports of class- 
mates in preceptor meetings, an orienta- 
tion session the week before. A few 
students appear subtly obstinate or 
antagonistic. A rare student fails to 
appear. 

With kindness and support every stu- 
dent thus far has been able to get over 
these initial hurdles. 


THE STUDENTS’ LACK OF FOUNDATION 
IN MEDICINE 


There is an appreciable proportion of 
the total medical faculty who feel that 
it is academically indefensible to let stu- 
dents get this far into clinical participa- 
tion without a solid foundation. 

One student who would agree with 
this view, commented, “It would be bet- 
ter if the student had more knowledge 
at the first interview. Now it has to be 
initially more a social engagement than 
a teaching process.” A different point of 
view, more in keeping with the philos- 
ophy of the Family Study Staff, was 
given by a recent participant, “I was 
certainly somewhat tense at the outset 
of my first interview with the patient, 
but my lack of medical knowledge was 
perhaps an aid in this situation, for, 
rather than plying her with a series of 
prepared questions, I was forced to get 
the patient to tell about herself while 
I listened and tried to formulate any 
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further questions from what she had 
told me about herself and her family.” 

The staff of the Family Study and 
other members of the faculty who have 
been close to it have been well aware 
of the high anxiety created by this 
experience, but they have been convinced 
that this largely subsides after a few 
months. And they point to the fact that 
in the traditional curriculum, there is 
appreciable anxiety when students are 
first introduced to patients in the third 
year. They have been aware of the many 
potential dangers to the patients’ wel- 
fare in such a program but have been 
reassured, over a period of 9 years, that 
the close supervision provided by pre- 
ceptors and obstetrical and pediatric in- 
structors can prevent serious mistakes. 
They have been aware of the danger that 
participation in clinical work without 
basic preparation might encourage a 
superficial, overconfident, irresponsible 
attitude toward medical practice, but 
they firmly believe that this has not 
been the case. On the contrary, they have 
been impressed with the deep concern 
which the overwhelming majority of 
these students show, throughout their 4 
years, that their patients receive the 
most expert medical care. The students 
also remain conscious of what they know 
and what they don’t know. 

The faculty involved in the Family 
Study, believing that most of the value 
to the students is derived from their 
participation in the first 2 years when 
their attitudes are still malleable, know- 
ing that such a program beginning in 
the third year would meet severe com- 
petition for student interest from the 
study of disease states, realizing that if 
clinical participation is to come early 
it must be foundationless, have no 
hesitation in stating their conviction 
that the gains far outweigh the dis- 
advantages. 


Each year a few students refuse to 
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read the social summaries that have been 
prepared for them by social case workers, 
for fear they will be prejudiced. A few 
others are indignant because they feel 
that this social summary has in actuality 
prejudiced them and started them on 
the wrong track with their families. 


EAGERNESS TO LEARN 


During the early months the combina- 
tion of anxiety about whether he can 
perform adequately as a beginning phy- 
sician and enthusiasm for the oppor- 
tunity to work with a family combine 
to produce a dramatic avidity for knowl- 
edge in the student. When the program 
started, so many first-year students 
swarmed nightly to the delivery floor 
and emergency room that the primary 
functions of these units were disrupted. 
As a result the visits of students were 
scheduled and regulated. This enthu- 
siasm has delighted the instructors and 
has challenged them to try to harness 
it to the best advantage of the student. 
It has been a factor in successive deci- 
sions to start the students interviewing 
and carrying out physical examinations 
at earlier and earlier times in the first 
year. Subjects about which students 
showed much interest or anxiety were 
worked into the lecture series and thus 
came up more frequently in preceptor 
discussions. 


DEVELOPING A PROFESSIONAL ROLE 


The venture from the familiar position 
of classroom student to the uncertainties 
of a new role as doctor-in-training leads 
every student to question his fitness. It 
is a test of a student’s confidence, his 
maturity, his underlying personality. The 
basis of a sound professional role is dis- 
cussed with him in lectures, in the pre- 
ceptor group, and in the body of un- 
written rules and traditions passed down 
from upper classmen to freshmen. Many 
students at the start have enough fear 
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of “masquerading” as a physician or 
“sailing under false colors” that they are 
tempted to escape into some other role, 
perhaps just a friend to the family. 
Occasionally it is discovered, by the pre- 
ceptor or instructor, that a student is 
driving his patient to and from the hos- 
pital, or encouraging her to call him 
by his first name, or bringing his own 
problems into his discussions with the 
family, or considering lending money to 
them to pay a clinic fee. 

Most of the students accept and follow 
the suggestions about professional be- 
havior. They resolve their uncertainties 
as they gain confidence, as the family 
responds to their interest and concern, 
as they learn to take histories and per- 
form physical examinations, so that they 
feel they are really doing what a doctor 
does. One student wrote this about his 
first year: “I approached the family with 
a sense of fear in having to play the 
role of a family doctor without knowing 
anything about medicine. Playing the 
role of an observer during the mother’s 
Ob-Gyn clinic visits was certainly not the 
most comfortable one. Once the first 
baby was born the role of the baby’s 
pediatrician was a somewhat more com- 
fortable one where I had a chance to 
use my newly acquired knowledge from 
the clinical science lectures. This helped 
me to gain the family’s confidence, i.e. 
the mother’s; at least she seemed to be 
convinced that I knew something about 
babies.” 

A student reported at the end of his 
first year, ‘““My relationship with Mrs. R. 
has been rather unique and satisfying 
to me in many ways. Initially I felt very 
inadequate, insecure, and even hypo- 
critical in that I might be representing 
knowledge that I did not possess. Mrs. 
R., I believe, sensed this and taught me 
about child care rather than allowing me 
to stumble along. She acted almost as 
a teacher to me, and needless to say I 
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felt uneasy but helpless to change the 
situation until I learned more. Gradually 
as I learned and became more polished 
in my questioning and my physical ex- 
aminations, Mrs. R. assumed the role of 
a patient. I had gained her respect ... 
One might say there was a transition 
period from Mrs. R.’s role as a teacher 
to her role as a patient. During the 
transition Mrs. R. tried to become a 
very close personal friend, always ask- 
ing about my personal life and ex- 
pecting frequent visits.” Some students, 
of course, take much longer than others 
to acquire assurance in the student- 
physician role. They may have undue 
awe of the wisdom of the mother. One 
said, “She didn’t follow the suggestions 
you gave me about feeding the baby, and 
I didn’t push them because I think she 
knows best. She raised one other child, 
you know.” 

When students are questioned at the 
end of the first year about the stage 
when the doctor-patient relationship 
makes most progress, a considerable ma- 
jority specify the mother’s labor and 
delivery, throughout which the student 
is almost continually with her and shares 
her worries, fatigue, and triumph. 

In answering a questionnaire in the 
third year about when their families 
first looked on them as doctors, some 
students mentioned labor and delivery, 
others their participation in the manage- 
ment of an illness in the infant; the 
largest number spoke of “the middle of 
the second year.” Whether this last an- 
swer really reflects the opinion of the 
family or the students’ beginning famil- 
iarity with physical diagnosis and disease 
is not known, 

Vestiges of the question whether he 
is friend or physician persist through 
the medical school years. In the first 
year a student is surprised and disturbed 
to learn that his family pays to attend 
the clinic for care that he helps to pro- 
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vide. Later he is more likely to acknowl- 
edge that there may be some value to 
the services and interest that he offers 
the family. However, it is a rare fourth- 
year student who has any real apprecia- 
tion of how much he means to his family 
and how much he will be missed. The 
strong positive comments of mothers 
about their experiences in the Family 
Study (2) stand in sharp contrast to 
the statements made by some students 
as they terminate their relationship. “I 
don’t think they will miss me and my 
care at all.” “I’m sure they will be glad 
that they won’t have to make trips every 
two months for health visits.” 


“THERE IS NOTHING GOING ON” 


“There is nothing going on in my fami- 
ly.” “My family is perfectly normal.” 
These responses are very common when 
the preceptor asks each student in turn 
to report. There are several reasons for 
such replies. A majority of the patients 
appear shy and uncommunicative for a 
number of months, even to experienced 
staff members. A majority of the stu- 
dents throughout part of their first year 
impress the faculty as being so pre- 
occupied with their own inadequacies 
and their own performance that they 
have relatively little awareness of their 
patients’ concerns. Then there is a re- 
sistance to “prying,” which many stu- 
dents express openly and even defiantly, 
and which is so difficult for them to dis- 
tinguish from a sympathetic receptivity. 
Finally, there. is a need to idealize the 
family, to deny that they have any prob- 
lems. This probably represents a reluc- 
tance on the student’s part to acknowl- 
edge emotional factors, and perhaps also 
an assumption that if the student is a 
good doctor his patient will have no 
troubles. 

Toward the end of the first year, and 
even more so in the second, the patients 
develop enough confidence and comfort- 
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ableness with their student-physicians so 
that they begin to reveal the common 
worries about their children, family cir- 
cumstances, and domestic tensions. A 
great majority of the students become 
able to hear these statements or hints, 
discuss them with their instructors and 
are eager to be helpful. The degree of 
sensitivity and the depth of understand- 
ing vary considerably. 

“However, there is a small minority of 
students who continue to receive no con- 
fidences from their patients and who 
continue to insist that the family rela- 
tionships are ideal, even in those cases 
where there are dramatic indirect evi- 
dences of tensions. A student may avoid 
the development of a satisfactory rela- 
tionship or evade the facing of a prob- 
lem by seeing his family less and less 
frequently. He writes histories that are 
superficial and stereotyped. 

Occasionally it is discovered that a 
mother has been openly begging a stu- 
dent for help and yet he has remained 
deaf. One mother told the nurse in the 
clinic that for some time she had been 
disturbed by her small daughter’s “de- 
fiance and sneakiness” and wanted 
urgently to get her into the child psychi- 
atry clinic. It was apparent to the nurse 
that there was a realistic need for this. 
When the nurse told the student what 
the mother had said, he replied, “Oh, 
she exaggerates. She’s been telling me 
that for a long time, but she doesn’t 
need to go to a psychiatrist; it’s normal 
for children to act up and her daughter 
will outgrow this.” Several months later 
when the girl was brought to the emer- 
gency ward after she had been beaten 
by her father the student was finally 
convinced of the significance of the 
mother’s request. Shortly after she 
“graduated” from the Family Study an- 
other mother enrolled her son in the 
child psychiatry clinic because he was a 
“trouble maker” and she was unable to 
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control him. Her student-doctor, who at 
that time was just finishing his fourth 
year, said: “She asked me to arrange this 
several times over the last two years, 
and it’s true that her son does have 
some real problems. But I just couldn’t 
bear to let a child psychiatry clinic visit 
get on his record.” 


LOSING A FAMILY 


There is considerable apprehension 
among the students in this program that 
their families will withdraw because of 
one dissatisfaction or another. .The stu- 
dent’s inexperience and insecurity are ob- 
viously important factors here. Also, for 
2 years each student’s entire practice 
does consist of the one family, and a 
failure to succeed with them is a total 
failure in practice. In addition, upper 
classmen tell freshmen grossly distorted 
stories of the serious view the dean’s 
office takes of the student who fails to 
satisfy his family. In order to counter- 
act this onesided view of the doctor- 
patient relationship the faculty takes 
great pains to emphasize that patients 
vary greatly in their reasonableness and 
that the student will not be judged arbi- 
trarily by his patients’ cooperation but 
on how well he understands and copes 
with their attitudes. 

One student can accept and follow this 
philosophy. Another who is less sure of 
himself cannot. As soon as the mother 
shows the slightest restlessness he may 
start apologizing in a guilty submissive 
manner for the long time she has spent 
in the clinic, and thus invite more im- 
patience or even hostility. He may ad- 
just appointments to every whim of the 
mother even though this is inconvenient 
for him and the clinic staff. When a fam- 
ily visits a private doctor because of 
an obstinate medical problem like eczema, 
or even hints at the possibility, he may 
plead with the parents to stay in the 
clinic or bribe them with offers of a 
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ride or a shorter visit. Experience in 
the program has shown that the student 
whose family has threatened to leave 
because of dissatisfaction with the man- 
agement of a medical problem can almost 
be guaranteed that they will stay or will 
return to his care if he is gracious about 
permitting them to seek the opinion of 
another doctor, does not beg or bribe, 
and does not show anger. 

Referrals.—Referrals of the infant to 
one of the surgical or medical specialty 
clinics, such as orthopedic clinic, go well. 
The student explains the reason for re- 
ferral to the family, carefully and with 
conviction. He makes every effort to be 
at the consultation. He learns at first 
hand from the consultant. 


THE FACTOR OF CULTURAL DIFFERENCE 
BETWEEN STUDENT AND PATIENT 


Over 90 per cent of the families are 
Negro, because this is the composition 
of the prenatal clinic. Most of them have 
had at least part of a high school educa- 
tion, and a few have been to college. Many 
have migrated from the south in recent 
years (2). There are certain advantages 
to this distribution. Physicians, to be ef- 
fective, must learn to understand various 
attitudes toward illness, medical care, 
family relationships, and it is probably 
better to start this learning process 
early. A great majority of these Negro 
parents are devoted to their children 
and manage them with understanding 
and warmth, so the students see, gen- 
erally, the positive side of family life. 
Furthermore these parents accept the 
students’ lack of training with little 
concern, and almost all of them eventu- 
ally develop a touching loyalty. However, 
the wide cultural difference presents 
difficulties. There is a mutual shyness 
which inhibits communication for a good 
part of the first year. A majority of 
these parents have deeply ingrained tra- 
ditions of child-rearing which make them 
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relatively impervious to advice along 
these lines from a young professional 
man. In his lectures the student learns 
about the theoretical importance of get- 
ting the baby out of the parents’ bed- 
room, weaning before the child is too 
old, postponement of toilet training to 
the second year. Eager to give his fam- 
ily the best advice, he explains these 
matters and makes recommendations. 
Then, in many families, the advice is 
ignored. The student may anxiously keep 
repeating his instructions at every visit 
or become irritated by the mother’s un- 
cooperativeness or disillusioned about the 
value of psychological guidance. His in- 
structor has to help him to be more 
understanding of sociological differences, 
of the biases of his own cultural back- 
ground, of the limited effectiveness of 
direct advice, of the positive values in 
traditions, of the professional insecuri- 
ties that assail every physician when his 
recommendations are disregarded, of the 
fact that his future helpfulness to his 
patients will depend on their feeling 
that he is sympathetic. 

The relatively small number of white 
patients who come to this prenatal clinic 
divide sharply into two groups. There 
are migrants from the mountain regions 
of border states. They also present diffi- 
culties in communication and in accept- 
ance of advice. There are often domestic 
and cultural problems which are hard for 
the student to deal with and which often 
lead to a withdrawal from the program. 
The other category consists of married 
students from other schools of the uni- 
versity. The faculty in its wish to pro- 
vide a more balanced patient population 
have made efforts at times to recruit 
more of these families. A limited ex- 
perience has demonstrated two related 
problems: more critical attitudes in such 
families in regard to their medical care, 
and the greater delay on the part of 
the medical student in developing any 
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sense of authority. It appears, also, that 
some students have even more trouble 
seeing emotional difficulties in people 
like themselves than in those who are 
obviously different. 


STUDENT RESPONSES TO THEIR PATIENT'S 
CULTURAL DIFFERENCES 


Up to the time when the average stu- 
dent enters medical school] his values and 
his expectations about how his future 
patients will behave have been derived, 
unthinkingly, from his own family and 
from the families of his friends, since 
he has lived the sheltered and restricted 
life of a student. Much of the impact 
that he receives from his early experi- 
ences with the family he is studying is 
not strictly medical. It comes from see- 
ing how differently people from other 
backgrounds live, what problems they en- 
counter, what solutions they seek. 

The instructor faces a difficult task. 
One student will react to the discovery 
of other ways of life by overidentification 
with his patients, misreading the mean- 
ing that their experiences have for them, 
trying to rearrange their lives accord- 
ing to his own values. Another student 
is more inclined to recoil from patient 
attitudes that seem strange to him, with 
detachment, intolerance, or even scorn. 

It is common for a student to be made 
indignant by his family’s poor housing, 
by the father’s limited opportunities to 
increase his income, by the high interest 
rates that the family pays for household 
appliances. 

Many a student will work hard to 
make special ararngements for his fam- 
ily, and in the process gain an apprecia- 
tion of what a physician and the re- 
sources of a community can or cannot 
provide. He may help the family locate 
a better apartment at lower rent, and 
only later come to realize, from sub- 
sequent events, that there had been 
more involved in the father’s failure 
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to find a new home, away from his own 
mother, than just the nonavailability of 
housing. A student may encourage the 
father to change jobs so that he will 
have a greater opportunity for advance- 
ment, only to have the father laid off 
for a year because of a recession. One 
student projected his own educational 
ambitions onto a high-school-age child 
with average ability, and was enthusi- 
astic about this boy’s increasing interest 
in a college education. He helped him 
with his school work and told him about 
opportunities for scholarships. Then one 
day the boy announced that he had left 
high school because he had a good chance 
for a job. 

A first-year student is apt to feel that 
the hospital is trying to get rich at the 
expense of his impoverished family. A 
student will rightly become indignant 
about how rudely the mother of his 
family was addressed by a resident, how 
she had no opportunity to ask questions, 
how long she had to wait. The instructor 
sympathizes with him in his concern and 
urges him to keep this experience in 
mind when he becomes a busy resident 
or practitioner. One student complained 
indignantly about how upset his family 
had been about the hours they had waited 
when they brought their child to the 
emergency room with a wringer injury 
to the arm. The instructor was able to 
review the record with the student in 
detail and to point out that, considering 
the complexities of the case, the care had 
been efficient and considerate. 

On the other side of tthe coin, the 
seemingly irresponsible attitudes of these 
families shock many students. They are 
surprised at the lack of any savings 
account, become very impatient with a 
father who does not find a job, feel out- 
raged when their family buys a new 
automobile at a time when they are 
living from pay check to pay check. 
Some students are never able to accept 
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these cultural differences. However, most 
of them do broaden their sympathetic 
understanding and even develop a mili- 
tant loyalty to their families. Dozens 
of students have said, “I hear that some 
other families are lazy and extravagant, 
but not mine. I have a most unusual 
family. They have many wonderful vir- 
tues. They have done very well when 
you consider everything.” 


SOCIAL AND PSYCHOLOGICAL PROBLEMS 


Assisting a student with the social and 
psychological problems in his family is 
frequently a slow and laborious proce- 
dure. Because the students tend to ideal- 
ize their families they may keep them- 
selves from seeing and hearing evidences 
of disruption. Before a student realizes 
what is going on in his family he may 
in his innocence and friendliness agree 
with the mother when she asks such a 
question as “Don’t you think, Doctor, 
that a husband should stay at home with 
his family at night? Don’t you feel, 
Doctor, that a man should help his wife 
with some of the household duties, clean- 
ing windows, washing walls?” The stu- 
dent may wonder after this why the 
husband is not around to greet him as 
often as before. The student may real- 
ize what has been going on only after 
divorce papers have been filed. 

Often the pediatric instructor sus- 
pects that something is wrong before the 
student does. The instructor may then 
call upon his own clinical experience to 
tell about a similar situation in which 
some severe disturbance was eventually 
uncovered. He suggests that the student 
get more information. Only a rare stu- 
dent is ready to accept without reserva- 
tion the significance that the instructor 
tentatively places on a few unusual 
events. Most, however, are willing to fol- 
low suggestions about further inquiry. 
Those few students not willing to look 
further probably sense their inability to 
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cope with what they might find—at least 
at that particular time. A discussion by 
the student with his family may be pro- 
ductive or it may not. A reconstruction 
of the conversation may show that the 
mother had no chance to tell the student 
what was happening. He may have pref- 
aced his questions with remarks such as, 
“The social worker said that I should 
ask you...” “You and your husband 
are getting along fine, aren’t you?” He 
may interview the mother in the crowded 
clinic or while there are visitors in the 
home. On occasion an instructor has been 
surprised to have a mother pour out 
the story of family difficulties to him 
after a student has reported his in- 
ability to get any information in the 
course of many interviews. 

A student becomes excited and in- 
tensely interested if he himself gets 
some revealing information; or if, for 
example, a psychiatrist interviews the 
mother in the presence of the student 
and evokes significant material; or if 
the social worker shows the student a 
police report made out when the wife 
threatened her husband with a knife. 
This kind of convincing evidence stimu- 
lates most students to learn more and 
to try to help their families. A few, 
even then, will not proceed further with- 
out a great deal of encouragement. 

“Normal families.’—Even though 
families are selected for this student 
program on the basis of an absence of 
pathology, the term “normal family” has 
been abandoned. In another teaching pro- 
gram, Quinn et al. report “as a result of 
experience gained, the term ‘normal 
family’ is no longer used; rather it is 
recognized that all families have prob- 
lems of some kind—they are just dif- 
ferent” (1). The classification as normal 
has seemed to reinforce the student’s 
wish for his family to be normal. A 
beginning student is not ready for prob- 
lems, so he uncovers very few. It is a 


pedagogic challenge to help students ad- 
vance beyond their stereotyped concept 
of a family and to see variation among 
families, the strengths and limitations 
of their members. It takes months of 
discussion in preceptor sessions before 
they are willing to admit the theoretical 
possibility of physical and psychological 
deviations in their families. In fact it 
appears that it is not until each student 
is abruptly confronted with a full-blown 
problem, whether it is the mother’s 
announcement that she is considering 
divorce or the discovery of a severe 
nutritional anemia in the baby, that he 
is ready to admit the reality of pathology 
and to try to cope with it as the physi- 
cian does. A fourth-year student recently 
told a class of first-year students about 
his experiences with his family. “In 
the first year I had a fixed idea about 
families, and I didn’t realize all the 
complexities. I was positive that my 
family was absolutely normal. The next 
year the child had such unusual behavior 
that I was advised to ask the clinic 
psychiatrist to talk with the parents. 
They told him all sorts of fascinating 
difficulties. I knew then that I had a 
very abnormal family. But now that I 
have had another year to think about 
it, I don’t know whether my family is 
normal or abnormal.” This fourth-year 
student was disappointed to find that 
the first-year students were not able to 
profit from the results of his experience 
and to take a broader view of their 
families. The first-year students com- 
mented, in essence, “You do have an 
unusual, interesting family. What you 
have said doesn’t apply to our families, 
because they don’t show any of these 
problems. But if we ever see a family 
with just the same manifestations we 
will know exactly what to look for.” 
The great majority of students appre- 
ciate some of the problems of their 
families by the second year. However, 
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there is a very occasional student who 
defends himself against seeing any psy- 
chopathology throughout the full 4 years. 
The report of one unusually resistant 
student revealed this by using an ex- 
treme definition of what constitutes a 
problem. He started his report on his 
family with, “I’ve never seen my family 
under stress.” He then went on to tell 
about the marital life of these two pre- 
viously divorced parents, each with chil- 
dren from a former marriage. The 
children were sent away to relatives in 
another state for months at a time. One 
child failed in school and was dropped 
back a grade. Another was more seri- 
ously retarded. The father was laid off 
from his job for drunken driving that 
involved an accident. The student de- 
scribed the family as an “interestingly 
close knit unit.” He concluded, ‘There 
have been no particular problems during 
the last 4 years . . . Thus, I was not 
given any chance to observe the family 
under a stressful situation where I could 
play a direct role.” 

“Uncooperative families.”—Most medi- 
cal students come from homes where it 
is assumed that a doctor’s recommenda- 
tions are followed to the letter. They 
expect that their patients will do the 
same. In the first year, students begin 
to have several opportunities to give in- 
structions to their families. They are 
disappointed if any part of their recom- 
mendations are not followed. It is many 
months before the average student learns 
to find out how the family views a prob- 
lem or illness and what treatment they 
expect, before he tries to give advice. 

The beginning student has the in- 
genuous expectation that the family will 
call him for important problems, never 
for minor ones, often enough but not 
too often. However, one call a month 
may seem too frequent for one student, 
whereas one every other day may not 
be frequent enough for another. 


VOL. 36, DECEMBER, 1961 


Students tend to attribute the failure 
to follow advice to a peculiarity of the 
cultural group with whom they are work- 
ing or the abnormality or uncooperative- 
ness of the individual family. It takes 
considerable discussion and evidence to 
convince them that a physician encoun- 
ters much the same problems in any 
group of patients. 

Counseling the family—Beyond the 
physician’s ability to understand his pa- 
tient, there is the crucial matter of 
whether he can counsel him wisely. For 
many this is the most difficult skill to 
come by, and it is not surprising that 
beginning students are frustrated by 
their lack of success. There seems little 
correlation between a student’s intel- 
lectual grasp of a therapeutic or a pre- 
ventive concept in psychodynamics and 
his ability to use it with his patient. In 
second-year preceptor group discussions 
one student may impress the preceptor 
throughout the year with the clarity of 
his understanding. However, it turns out 
that the instructor in the clinic has been 
discouraged by the same student’s in- 
sensitiveness or inarticulateness or even 
crudeness in actually dealing with the 
mother. 

In one afternoon clinic session an 
instructor found three second-year stu- 
dents who had made no progress in get- 
ting the l-year-old baby out of the 
parents’ bedroom. They had recently 
heard in a child psychiatry lecture the 
evidence that witnessing parental inter- 
course may foster neurosis in the young 
child. Each student had handled the 
matter differently. Student A had not 
asked the parents why they had not 
moved the baby but had abruptly plunged 
into a long lecture, repeating almost 
word for word what he had been told, 
in a way which must have been far over 
the heads of the parents, and which made 
the instructor blush. Student B con- 
fessed that the subject was embarrassing 
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to him and that he had not been able 
to bring it up. Student C at first had 
a blank look on his face when questioned. 
He recalled the subject being presented 
but not the details. He said he knew 
that this was part of psychiatric theory, 
but he did not realize that it was some- 
thing that he was expected to apply in 
the counseling of his particular family. 

Concern with sex and contraception.— 
Some beginning students are more assid- 
uous in getting histories of the parents’ 
sexual life than of the babies’ feeding 
schedule. This perhaps reflects their own 
anxieties at their particular level of 
development, and possibly also the popu- 
lar misconception that emotional normal- 
ity is best judged by sexual adjustment. 
The instructor has to point out the de- 
sirability of establishing a comfortable 
relationship and of the securing of other 
equally important information before 
focusing on this emotionally charged 
area. 

During the _ lying-in-period, many 
mothers declare their firm intention of 
postponing or preventing further preg- 
nancies. Non-Catholic students, married 
and unmarried, readily fall in with their 
concern and direct them to the Maternal 
Health Association. In the ensuing weeks 
and months, a good majority of these 
mothers show their unreadiness to fol- 
low out their own resolve by failing to 
make appointments or by repeatedly 
breaking them. Characteristically, as the 
mother’s concern decreases, the student’s 
increases. Instructors and preceptors 
regularly have to make a teaching issue 
of this situation, pointing out the dis- 
tinction between the anxieties of the 
patient and of the student-physician, the 
complexity of a person’s conscious and 
unconscious attitudes toward such a sig- 
nificant matter as contraception, and the 
unhelpfulness of prodding and nagging 
on the part of the professional advisor. 

The instructors have found that in 


helping students to understand and to 
counsel in regard to such complex mat- 
ters as emetional development of the 
child, marital tensions, neurotic atti- 
tudes, the student should know that he 
is not expected to accomplish wonders in 
a short time. If he is helped to secure a 
little bit of additional information at a 
time or to guide the mother through one 
small step of understanding or manage- 
ment, his success will encourage him to 
go further. 

Projection—A common problem in the 
first year that has to be repeatedly dis- 
cussed is the tendency of students to 
project their own anxieties onto their 
families. They report how ill-at-ease, how 
tongue-tied the mother was at the first 
meeting. A student told how “the mother 
keeps having reservations about my giv- 
ing the child shots and about any advice 
from me or the hospital. I think she 
doesn’t like the program, especially my 
part in it.” He admitted that the mother 
had never said anything like this. An- 
other student, asked to discuss with 
the mother why she did not keep an 
appointment, responded, “Well, I can’t 
hit her over the head to come!” 


THE STUDENTS’ PART 


It is difficult for students to see and to 
evaluate their own part in disturbances 
of the doctor-patient relationship. A few 
students have had the same problems 
with two successive families. The first 
family assigned to student A missed so 
many appointments, without cancellation 
or without convincing excuse, that the 
staff decided to separate them from the 
Family Study. A second family, selected 
as a replacement because of its faithful 
attendance with a previous student who 
graduated, then followed the same pat- 
tern of missed appointments with stu- 
dent A. Even under these circumstances 
the student put the blame entirely on the 
family. However, other students auto- 
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matically accept all the guilt themselves, 
even when it seems clear to the instruc- 
tor that the family is largely at fault. 


DISCUSSION AND SUMMARY 


Some of the common student reactions 
to early contact with patients, and a 
continuation of this relationship for 312 
years, have been presented. In general 
these are the responses of students to 
experiences encountered for the first 
time, with their first patients. Similar 
reactions probably occur in any group 
of students no matter when they begin 
to grapple with the challenges of a 
professional relationship. The members 
of the Family Study staff believe that 
familiarity with these reactions and the 
organization of this program give them 
an unusual opportunity to guide and sup- 
port students. They stress the impor- 
tance of a special facility and staff so 
that the teaching pace and philosophy 


VoL. 36, DECEMBER, 1961 


can be controlled, of a student’s long- 
term participation with a family begin- 
ning early in the first year when his 
attitudes are malleable and he is free 
of the distractions of disease states. 
They are impressed that students man- 
age their responsibilities remarkably 
well, that they make good progress with 
coaching, and that, after working- 
through experiences with their family, 
they show particular skill in their rela- 
tionships with patients in the clinical 
clerkships. 
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Principles of Public Health Teaching of Medical 
Students at “Andrija Stampar” School of Public Health 


B. KESIC 


“Andrija Stampar” School of Public Health, Medical Faculty, 
University of Zagreb, Zagreb, Yugoslavia 


The “Andrija Stampar” School of Public 
Health in Zagreb, Yugoslavia, is part of 
the Medical School of the Zagreb Uni- 
versity. It is responsible for the post- 
graduate teaching of physicians, sanitary 
engineers, and nurses, and also for basic 
teaching of medical students in various 
fields of public health. Being in charge 
of both basic and postgraduate teaching, 
the School is in a position, by linking 
these two activities, to achieve a con- 
tinuity in ideological and technical train- 
ing of physicians. 

The main principles governing the 
policy of the School’s teaching may be 
summarized as follows: 

1. All the teaching activities of the 
School are based on the principle of inte- 
grated medicine, according to which cur- 
ative, preventive, and social medicine are 
not separate branches of medicine but 
the terms denoting the ideology of medi- 
cal theory and practice as applied to the 
individual and society (1). In view of 
this, public health service represents a 
unified medicine which in practice tack- 
les health problems from the curative, 
preventive, and social aspects. The ap- 
plication of the principle of integrated 
medicine depends on the type of health 
service system on the one hand, and the 
ideological and technical training of phy- 
sicians and other health workers on the 
other. Obviously, it is much easier to 
apply this principle in a system of 
nationalized health service than in a 


health service system based on private 
practice or voluntary health insurance. 
It would also be hard to imagine a 
successful application of this principle 
where there is public health illiteracy 
among physicians and other health 
workers. For this reason, during the 
reorganization of medical curricula at 
the Zagreb Medical School in 1951, 
thanks to the efforts made by the late 
Professor Andrija Stampar, then Dean 
of the Medical School, special emphasis 
was laid on the dissemination of knowl- 
edge of public health problems among 
medical students. This related not only 
to fifth- or sixth-year medical students— 
as is the case in most medical schools— 
but also, for the first time, to first-year 
medical students (not as yet clinically 
biased), and also to the later part of 
medical study from the third year 
onward. 

2. In designing 
grams and its teaching methods, the 
School has in mind the function of the 
physician in the contemporary world, 
which has become essentially different 
from that in the recent past. As a mat- 
ter of fact, up to the turn of the last 
century, medical interest in most coun- 
tries was concentrated on the sick indi- 
vidual. The healthy was in a difficult 
position: medicine did not care for his 
health. Both medical theory and prac- 
tice focused their attention on illness. 
However, medicine gradually widened its 
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interest from the individual to the fam- 
ily, and—in connection with the intro- 
duction of social insurance—to the 
groups of people. It was reflected in 
the appearance of the family, school, 
factory, and other types of doctors. 
Thus, the doctor, who at that time was 
the only representative of medical prac- 
tice, extended his activities from the 
individual to the family, and from the 
family to the group. As time has passed, 
the role of medicine has undergone 
further changes. In connection with the 
development of modern health protec- 
tion and the advancement of a public 
health service in particular, the sphere 
of medica] interest has finally been ex- 
tended to the community as a whole, and 
this has found its adequate expression 
in socialized health service systems. 
As the object of medicine was chang- 
ing from the individual to the family, 
the group, and the community as a whole, 
the content of medical activities was 
changing as well, from medical care to 
health protection and health promotion, 
the latter relating to the efforts toward 
the acquirement of optimum physical, 
mental, and social conditions, toward 
the positive health of the people, which 
can be built up only by joint efforts of 
all the community forces—education, in- 
dustry, agriculture, husbandry, and other 
economic branches—including health ac- 
tivities as a leading force. In health 
promotion, the object of medicine is no 
longer the sick but primarily the healthy 
individual, looked upon as a social being 
living in a given environment and be- 
longing to a given community. From 
the moment that the object of medicine 
became both the healthy and the sick, 
considered as the products of their bio- 
logical, physical, and social environment, 
medical attention was imperatively 
bound to shift from the individual and 
the family to the group, and from the 
group to the community as a whole. 
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In the period when the object of medi- 
cine was the sick, the relation to be con- 
sidered was: the doctor-the patient. 
Once the object of medicine has become 
the community as a whole, the relation 
to be considered is: the doctor—the com- 
munity. With regard to this relation, 
the doctor is no longer merely a health 
worker but is transferred to the work- 
ing sphere of social scientists and, even 
further, to the sphere of public workers. 
By taking over the responsibility for 
the health of the community as a whole, 
medicine has become a public service, 
and health workers—public servants. 

All these factors require a radical re- 
form of medical training which is to be- 
come such as to enable the doctor to 
meet his new tasks—by far outgrowing 
the framework of classical medicine— 
adequately armed. 

3. In developing its teaching, the 
School is also aware that scientific 
methods (one more characteristic of 
modern medicine!) can comparatively 
easily be applied to health problems re- 
lating to either the healthy or the sick 
individual. This has been proved by 
many results in that section of public 
health practice which is carried out in 
hospitals, polyclinics, and similar health 
institutions, and is usually called clinical 
practice. However, the object of public 
health service is not only the individual 
requiring help from a health institu- 
tion or a private clinic, but also the 
community as a whole. Public health 
service is therefore to cope with the 
problem of the whole population on a 
local, district, or national level. Thus, 
the doctor tackling health problems of 
the whole population is confronted with 
numerous complex factors, relating 
either to the population or environment. 
If in coping with these complex health 
problems the doctor wants to apply sci- 
entific working methods—and this is in- 
deed a prerequisite for his success—he 
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should be acquainted with epidemiologi- 
cal and experimental methods, both based 
on statistical evaluation procedures. 

The use of epidemiological and ex- 
perimental methods is especially suitable 
in public health, where the object of 
medical attention is in most cases a 
smaller or larger population group. Con- 
sequently, each public health worker 
should know how to tackle health prob- 
lems on a scientific basis, by using epi- 
demiological and experimental methods 
of work and by making statistically 
founded conclusions. 

4. With regard to growing super-spe- 
cialization in medicine, in most medical 
schools teaching is carried out within the 
narrow fields of individual organs, by 
means of a microscope, while the fact 
that health problems should be observed 
—as Stampar used to put it—by a tele- 
scope (3) is neglected. The majority of 
teachers teach students the problems of 
disease, forgetting the problems of 
health, within the narrow field of their 
specialization. These teachers demon- 
strate selected “cases” to their students, 
and these cases, like some picturesque 
color slides, pass before the eyes of 
future doctors, who in practice, in life, 
will not meet such selected cases of a 
university hospital but the grim realities 
of everyday pathology. The fact is that 
teaching at medical schools is based 
solely on “cases,” whereas man with his 
inner life and the world round him is 
completely forgotten. It is forgotten 
that health and disease are the result 
of numerous factors, and that man is a 
social being belonging to a given fam- 
ily, to a given local or national com- 
munity. Medical schools teach the stu- 
dents how to observe the individual, not 
the population. The students are taught 
individual etiology, diagnostics, therapy, 
and rehabilitation, but no diagnostics or 
therapy of a group or a population as 
a whole. The lack of true understand- 
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ing is one of the major reasons for a 
great many failures of health services 
all over the world. These services truly 
try to cope with health problems encoun- 
tered in individual groups or populations, 
but fail in it, since their doctors and 
other health workers simply do not know 
how to approach these problems on a 
community or a higher level. In the 
“Andrija Stampar” School of Public 
Health the students are therefore taught 
social pathology, socio-medica! diagnos- 
tics, and therapy as applied to the family, 
the group, the community as a whole, or 
the individual belonging to these social 
units. 


5. In most medical schools teaching 
is carried out in lecture rooms and uni- 
versity hospital wards. The medical 
student is given no opportunity for get- 
ting acquainted with real life in which 
as a doctor he will have to face the 
problems of health and disease. At med- 
ical schools, the students get all that is 
best as far as equipment, methods of 
work, and teaching staff are concerned. 
It is only right that this should be so. 
One can learn an art only from the 
master and watching his methods. How- 
ever, there is a “but.” Often, especially 
in less developed countries, the students 
will have to work under much less favor- 
able conditions, far from great medical 
centers, with unsatisfactory equipment 
and without well trained auxiliary 
personnel; and still there will be com- 
plicated childbirths, there will be ac- 
cidents requiring urgent surgical inter- 
ventions, there will be need for diagnosis 
of diseases without x-rays, electrocardi- 
ography, or other expensive equipment, 
with nothing more than the general 
practitioner’s kit. Unless the student is 
brought into contact with actual condi- 
tions he is likely to encounter during 
his future work, he may find it extremely 
difficult to work without the facilities 
he has been taught to take for granted. 
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In view of this, it has been decided at 
the “Andrija Stampar” School of Public 
Health to move the training to the village 
home, to the rural and urban health cen- 
ters, to factories and mines, to schools— 
briefly, to every place where man lives 
and works. It has been aimed at replac- 
ing the training the student gets in 
lecture rooms and hospital wards with 
field work in the places that are part of 
real life in the future doctor’s commu- 
nity (2). 

6. As has already been mentioned, 
medicine is increasingly divided into 
ever more specialized branches, with the 
result that nowadays it is hardly possible 
to enumerate all the specialists working 
in their specialized fields. At the same 
time, in connection with the advancement 
of medical theory and practice, a close 
collaboration of various experts with- 
out basic medical training has taken 
place. These experts have acquired the 
necessary knowledge of medicine either 
in their practical work or by additional 
training, and have become the health 
workers indispensable to a satisfactory 
development of both medical science and 
medical practice. Just by enumerating 
some of the experts taking part in the 
functioning of the up-to-date health 
service—chemists, physicians, psycholo- 
gists, sanitary engineers, social workers, 
statisticians—it becomes clear that with- 
out an organized team work no satis- 
factory activity in the field of public 
health practice is conceivable. It has 
already been pointed out that the prob- 
lems of public health practice are mani- 
fold and that they cannot successfully be 
tackled, unless they are approached from 
curative, preventive, and social aspects. 
This, however, can be done only if a 
team of health workers, each of them 
representing a specialty, is entrusted 
with the task. That the complex prob- 
lems of medical care and health protec- 
tion and promotion should be tackled by 
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teams is beyond any doubt. In contem- 
porary medicine the activities of health 
workers, either theoretical or practical, 
are not of individual but of collective 
character. Yet, in all the countries of 
the world teaching at medical schools 
is based on individual work, and future 
health workers trained in these schools 
have no opportunity to become familiar 
with team work during their training. 
They start their practice accustomed to 
individual methods of work which have 
long become obsolete and in contrast 
with the objectives of a progressive 
health service. It would add greatly to 
the advancement of medical theory and 
practice if medical schools changed the 
methods of their teaching and intro- 
duced the methods developing knowledge 
and spirit of team work—collective case 
work, field team work, group discus- 
sions, seminars, group examinations, etc. 
It is obvious that, without the applica- 
tion of such methods to medical school 
teaching, it should be very difficult to 
develop team work so as to make it a 
permanent feature in health institutions. 

In view of these facts and principles, 
the “Andrija Stampar” School of Public 
Health carries out teaching of medical 
students in public health according to 
the curriculum in Table 1. 

Without going into detail, I should 
like to give a short description of the 
subjects that at the “Andrija Stampar” 
School of Public Health are given special 
attention. As early as the first semester, 
the student has the opportunity to get 
acquainted with the ideology and phi- 
losophy of modern medicine. He attends 
lectures expounding the principles of 
integrated medicine and the role of medi- 
cine in society; he learns about numerous 
ecological and genetic factors affecting 
health and disease, the cost of health 
and disease, progressive health service, 
the tasks of the physician, the health 
problems of the country, the ethics of 
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SuBJEcT 
Introduction to Medicine 
Health Statistics 

Public Health Nursing 
Microbiology 


Field Work 
Environmental Hygiene 


Epidemiology 
Social Medicine 


Total: 


medical vocation, international collabora- 
tion in the field of health protection, etc. 
During practical work the students visit 
health and social institutions in small 
groups, where they are told about the 
problems of these institutions. 
Teaching of third-year students, at 
the moment when they come into contact 
with clinical practice, includes two sub- 
jects of extreme importance to public 
health: health statistics and public 
health nursing. Health statistics give 
the student some basic knowledge of 
statistical methods, and lectures on 
demography provide him with some 
knowledge of how to observe vital events 
occurring in a smaller or larger popula- 
tion group. In seminars and during 
practical work the student gets an idea 
of the basic methods of clinical trials and 
field surveys. Public health nursing, on 
the other hand, makes the student fa- 
miliar with practical methods of nursing, 
both domiciliary and hospital. Special 
attention is devoted to public health 
nursing, the importance of team work in 
medical practice, and adequate use of 
paramedical personnel. Health educa- 
tion methods are also taught as part of 
the teaching. In the course of the whole 
third year, the students attend lectures 
on bacteriology, parasitology, and virol- 
ogy. Practical work includes laboratory 


TABLE 1 
MEDICAL SCHOOL CURRICULUM, PUBLIC HEALTH 


VII 32 32 
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Hours 


Lectures Practical work 


4 (weeks) 


x 4 60 


256 312 + 4 weeks 
field work 


practice and field work in connection 
with vaccination. 

After the third year the students come 
for the first time, for a longer period, 
into contact with real life. During va- 
cation they leave for remote villages in 
small groups, composed as a rule of 
three students, one student nurse, and 
one student of stomatology. Under the 
leadership of the School’s teaching staff 
the group carries out specific tasks on 
the basis of team work and according 
to a plan made beforehand. The tasks 
are usually simple, because it should not 
be forgotten that the essential point is 
that the student should come into close 
contact with the actual life of the people 
and hear from them what the problems 
of their region are. In spite of many 
difficulties (a great number of students, 
restricted means, limited teaching staff), 
the students seem to have found this part 
of their training very instructive and 
inspiring. 

The whole fourth year is devoted to 
the problems of environmental hygiene— 
the atmosphere, water, soil, housing, 
nutrition, industrial hygiene, etc. The 
students learn laboratory methods for 
analysis and control of water, sewage, 
food, air pollution, radiation, etc., and 
in the field they get acquainted with 
water supply and sewage disposal ob- 
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jects, with the problems of rural sanita- 
tion, methods of food inspection, factory 
inspection, etc. 

The fifth-year students are taught 
epidemiology of infectious and noninfec- 
tious diseases—cancer, cardiovascular 
diseases, alcoholism, etc.—and attending 
lectures on selected chapters of social 
medicine (demography, human genetics, 
public health administration, maternity 
and child health, school health, social 
insurance, principles of rehabilitation, 
etc.), they get a clear idea of the func- 
tion of the physician in the promotion 
of people’s health. Practical work com- 
prises interviewing techniques, health 
education methods, and epidemiological 
methods for detection and control of 
infectious, degenerative, and other dis- 
eases. Students assist nurses in public 
health nursing, and work with doctors 
in out-patient departments, health cen- 
ters, and other institutions of health and 
social services. 

For nearly 10 years, on the basis of 
the above expounded principles, the 
“Andrija Stampar” School of Public 
Health has spread knowledge of public 
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health problems, and has trained future 
health workers so as to become the pro- 
moters of a progressive, socialized medi- 
cine. Needless to say, the endeavors of 
the School have been met with many 
difficulties, as is probably the case with 
any kind of pioneer work. Yet, in spite 
of all the difficulties and misunderstand- 
ing, success has not failed to come. We 
are aware that much is still to be revised 
and that our system of public health 
teaching should continuously be improved 
and built up. One thing is certain, how- 
ever. Once we used to conjecture, but 
now we are convinced, that the lines 
along which we have developed our work 
are right. 
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International Research Programs of the 


National Institutes of Health 


MARTIN M. CUMMINGS, M.D.* 
National Institutes of Health, Bethesda, Md. 


LEGISLATION 


The basic guide for N.I.H. support of 
research and training activities in for- 
eign countries is contained in the In- 
ternational Health Research Act of 1960 
(P.L. 86-610). This Act gives explicit 
authority to the President; the Secretary 
of Health, Education and Welfare; and 
the Surgeon General of the Public 
Health Service “to advance the status 
of the health sciences in the United 
States and thereby the health of the 


American people through cooperative en- 
deavors with other countries in health 
research, and research training; and to 
advance the international status of the 


health sciences through cooperative 
enterprises in health research, research 
planning, and research training.” 

The Act specifically provides for the 
support of research activities, research 
training and fellowships, the making of 
grants and loans of equipment, and the 
exchange of research scientists in for- 
eign countries. 

The President is authorized to delegate 
any or all of the functions given him 
under this Act to the Secretary of 
Health, Education and Welfare, who in 
turn, may delegate these functions to 
the appropriate organizational unit with- 
in the Department of Health, Education, 
and Welfare and its constituent Public 
Health Service. 


* Chief, Office of International Research, 
National Institutes of Health. 


CENTERS FOR RESEARCH AND 
RESEARCH TRAINING 


During fiscal year 1961, $5 million was 
appropriated for the development of 
international activities under the Presi- 
dent’s and Surgeon General’s authority 
provided by this Act. Half of this 
amount was utilized by N.I.H. for the 
development and support of five Inter- 
national Centers for Medical Research 
and Training. Each of these Centers 
overseas has a base within an American 
medical school which serves to support 
the foreign facility for research and 
training. The primary purpose for this 
arrangement is to provide research re- 
sources and field experience for U. S. 
physicians and scientists and other 
health personnel working in a foreign 
setting. A secondary purpose is to pro- 
vide training in research to foreign na- 
tionals either in the United States or 
within the facilities developed in their 
own countries. 


At this time, this program links the 
University of California (Hooper Found- 
ation) with the Institute for Medical 
Research in Kuala Lumpur, Malaya; 
Tulane University School of Medicine 
with the Universidad del Valle in Cali, 
Colombia; Johns Hopkins University 
School of Medicine and School of Public 
Health with the Calcutta School of 
Tropical Medicine and the All-India 
Institute of Hygiene in Calcutta, India; 
University of Maryland School of Medi- 
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cine with the Institute of Hygiene and 
the Medical College at Lahore, West 
Pakistan; and Louisiana State Univer- 
sity School of Medicine with the Uni- 
versity of Costa Rica School of Medicine 
in San José, Costa Rica. 

This program will provide an oppor- 
tunity for scientists to work overseas 
while remaining an integral part of their 
universities. Although the major em- 
phasis now appears to be in the field 
of tropical medicine and infectious dis- 
eases, it is anticipated that the research 
and training program interests will be 
broadened further to include consider- 
able emphasis on disciplines other than 
tropical medicine. It is also likely that 
the number of international research 
centers will not be increased substanti- 
ally for the present. Consideration is 
now being given to the establishment of 
a Center to be developed in Africa, south 
of the Sahara. 

The various Institutes of N.I.H. are 
utilizing the remainder of the appropri- 
ated funds for support of research and 
training activities which are categori- 
cally linked to their individual program 
plans or which are recommended by their 
Advisory Councils. Epidemiological stud- 
ies and investigations in the field of 
geographic pathology have been included 
prominently in these programs, since 
they can take advantage of unique con- 
ditions and opportunities which do not 
prevail in America. 

For example, the National Institute 
of Allergy and Infectious Diseases plans 
to utilize these funds to support key 
studies related to viral, bacterial, para- 
sitic, and fungal infections in warm 
climates. Basic information obtained 
from broad studies of these diseases, 
their modes of transmission, reservoirs 
of infection, the relationship of disease 
incidence and prevalence to climatic con- 
ditions, and the nutritional status of the 
people involved may clarify some of the 


VoL. 36, DECEMBER, 1961 


unsolved problems in the area of com- 
municable diseases. 

The National Institute of Arthritis 
and Metabolic Diseases is particularly 
interested in strengthening research and 
research training in nutrition in Central 
America in collaboration with the Pan 
American Health Organization, and in a 
fairly large-scale nutrition research pro- 
gram to be carried out through the 
American University in Beirut, Lebanon. 
The Institute will also give further sup- 
port to research studies related to the 
work of the Interdepartmental Com- 
mittee on Nutrition for National De- 
fense. 

The Division of General Medical Sci- 
ences proposes to use the funds it has 
available under the Act to support broad 
epidemiological studies of chronic dis- 
ease among specific population groups 
that include widely dissimilar genetic- 
constitutional and environmental char- 
acteristics; and for a series of studies 
in the field of human genetics and human 
development. 

Studies in genetics and human devel- 
opment would utilize the special facili- 
ties of two Japanese universities—Kyu- 
shu University in Fukuoka and Tokyo 
University in Tokyo. At Kyushu Uni- 
versity particular emphasis would be 
placed on clinical, biomedical, and popu- 
lation genetics studies. This university 
has access to the offshore Japanese is- 
lands, many of which have maintained a 
relatively high degree of isolation, pro- 
viding a rare natural laboratory for the 
study of isolation effects on human popu- 
lation. The Tokyo area, with its heavy 
population concentration, offers unusual 
opportunities for the study of all types 
of uncommon developmental disorders. 
DGMS-supported studies at Tokyo Uni- 
versity would embrace all currently ac- 
tive areas in the field. 

The National Cancer Institute, Na- 
tional Heart Institute, National Insti- 
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tute of Mental Health, and National In- 
stitute of Neurological Diseases and 
Blindness, in addition to programs de- 
signed to meet their particular needs, 
are exploring the possibilities of coopera- 
tive research efforts between institutions 
in this country and certain similar insti- 
tutions overseas when there are problems 
of mutual interest or when epidemiologi- 
cal situations in the foreign country pro- 
vide unique opportunities. 

Agreements between the World Health 
Organization and the Pan American 
Health Organization and N.I.H. have 
been worked out providing preliminary 
planning and international research pro- 
grams on a collaborative basis. These 
agreements also state the conditions 
under which N.I.H. will support special 
research programs of these agencies and 
research projects of participating in- 
vestigators and institutions. Grants to 
WHO for studies of schistosomiasis, of 
insecticide resistance, and of global 
epidemiology of virus diseases have been 
awarded. A _ research planning grant 
to P.A.H.O. was authorized by the Presi- 
dent and awarded this year. 


U.S.-OWNED FOREIGN CURRENCIES 


A total of $3.7 million was appropri- 
ated for fiscal year 1961 to support sci- 
entific activities overseas through the 
use of U.S.-owned foreign currencies 
available under the authority of Section 
104(k) of P.L. 480. These funds are 
available in eight countries (India, Pak- 
istan, Indonesia, Israel, Egypt, Yugo- 
slavia, Poland, and Brazil). The pro- 
gram has been developed as an extension 
of the intramural research activities of 
N.L.H. 

The research projects require bilateral 
review and agreement between the col- 
laborating investigators and the institu- 
tions in the countries concerned. Un- 
like the existing grants and awards made 
by the N.I.H. to U. S. and foreign in- 


vestigators, this program requires rather 
complex and at times delicate negotia- 
tions at the government level. For this 
reason, these funds are not being used 
at present to support extramural re- 
search and training activities of the 
N.1LH. 


GRANTS, FELLOWSHIPS, AND EXCHANGES 


Under its previous authority, the 
N.LH. had developed a Foreign Grants 
and Awards Section which provided ad- 
ministrative support for foreign grants, 
research fellowships, visiting scientists, 
and the U.S.-U.S.S.R. Exchange Program 
(The Thompson-Zhukov Agreement of 
1959). These activities, through all the 
Institutes, during fiscal year 1961 util- 
ized $8.5 million in 34 countries. 

Research proposals from foreign in- 
vestigators and institutions are subject 
to the usual dual-scientific evaluation 
which all projects supported by N.ILH. 
undergo. Certain additional criteria are 
applied as well. Grants may be made 
in support of research work conducted 
outside the territorial limits of the 
United States under the auspices of for- 
eign organizations only when satisfac- 
tory evidence is provided that (a) the 
research is of such nature that for sci- 
entific reasons it can best be conducted 
outside the United States and is of gen- 
eral importance to medical sciences; and/ 
or (b) the applicant is so well qualified 
as to specialized training, experience, 
and talent that support of his work is 
indicated in anticipation of findings of 
general importance to medical research. 

The international fellowship program 
is designed to strengthen medical re- 
search through the mutual exchange of 
research methods, scientific philosophy, 
and cultural values. A major element 
in N.I.H. training activities, this pro- 
gram provides support, for periods up 
to 2 years in U. S. universities and lab- 
oratories, for outstanding young medi- 
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cal scientists from 39 participating coun- 
tries. Candidates are nominated by 
national research organizations in the 
countries involved. They must have 
completed a doctoral degree in medicine 
or related sciences and demonstrated pro- 
ficiency in research. Since the nomina- 
tions originate in the foreign countries, 
assurance is provided that both the type 
of individuals and the nature of the 
training proposed fit the needs of the 
scientific structure of the foreign coun- 
try. 

The visiting scientist program enables 
N.I.H. to invite outstanding scientists 
from many countries to utilize the lab- 
oratory and clinical research facilities 
of the National Institutes of Health. Al- 
though the majority of the scientists 
participating in the program are from 
foreign countries, a number of American 
scientists also receive such appointments. 
These appointments are available as 
“visiting scientist,” “research associate 
in the visiting scientist program,” or, for 
particularly outstanding scientists, as 
“distinguished scientist.” Stipends are 
based on Civil Service salaries for com- 
parable positions. During fiscal year 
1961, 165 scientists participated in this 
program at an estimated cost of $1.3 
million. 

The National Institutes of Health sup- 
ports a number of U.S. scientists study- 
ing abroad under the sponsorship of 
outstanding research scientists in for- 
eign countries. In the past 14 years, 
about 650 American scientists have had 
the benefit of such training and research 
experience in the laboratories and uni- 
versities of some 40 countries. During 
fiscal year 1961, about 225 U. S. fellows 
were supported by this type of training 
grant at a cost of approximately $1.5 
million. Other N.I.H. overseas-training 
activities include a small number of clini- 
cal trainees studying abroad. 

Certain provisions of the Thompson- 
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Zhukov Agreement, signed in November, 
1959, call for the Public Health Service 
to assume primary responsibility for im- 
plementation of joint meetings, missions, 
and exchanges of publications between 
the two countries; with specific proposals 
to be negotiated by direct contact be- 
tween the U.S.S.R. Minister of Health 
and the Surgeon General of the Public 
Health Service. 

Responsibility for developing plans 
and implementing three specific provi- 
sions of this Agreement has been dele- 
gated to the National Institutes of 
Health. These provisions call for a se- 
ries of reciprocal meetings and coopera- 
tion between named research institu- 
tions; for the exchange of up to twenty 
persons for periods ranging up to a 
year for the “exchange of experience, or 
for the conduct of jointly agreed-upon 
research”; and for the exchange of five 
niissions of from three to six scientists 
each, for periods of 3-4 weeks, during 
1960-61. 

Of the twenty positions for exchange 
fellows provided under the Agreement, 
four each are to be designated by the 
National Cancer Institute, the National 
Heart Institute. and the Division of Bio- 
logics Standards. 

Two of the five exchange missions 
provided for in the Agreement took place 
in the fall of 1960, a third in the spring 
of this year, and the last two are sched- 
uled for September and October of this 
year. A U.S.S.R. Mission on Industrial 
Hygiene visited the United States be- 
tween October 26 and November 14, 
1960. 


OFFICE OF INTERNATIONAL RESEARCH 


To coordinate the conspicuous growth 
of these international activities, the Na- 
tional Institutes of Health has estab- 
lished the Office of International Re- 
search within the Office of the Director, 
N.I.H. In addition to its responsibility 
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for coordinating all international acti- 
vities of the N.I.H., it advises the Direc- 
tor and the Surgeon General on matters 
relating to the international aspects of 
medical research and research training 
and assists the Institutes in the develop- 
ment of their international programs, 
and it is specifically responsible for the 
central administration of all N.I.H. acti- 
vities utilizing U. S.-owned foreign cur- 
rencies. The Office of International Re. 
search constitutes the central point of 
research relationships with the World 
Health Organization, the Pan American 
Health Organization, and other inter- 
national research and scientific organiza- 
tions. To achieve these objectives more 
efficiently, N.I.H. also will provide for 
representation overseas when this is nec- 
essary to facilitate the administration 
of its foreign programs. 


A LOOK AHEAD 


It is recognized that the support of 
research abroad cannot wholly be sepa- 
rated from all other international sci- 
entific activities and relationships with 
other federal and nongovernmental agen- 
cies. However, the N.I.H. will seek to 
maintain its traditional role in the sup- 
port of scientific activities that relate 
primarily to its domestic mission with- 
out undertaking, unless directed, re- 
sponsibilities which are more properly 
carried out in the context of develop- 
ment assistance programs. The support 
of foreign scientists will be continued 
through existing N.I.H. mechanisms and 
guidelines, since we believe that the em- 
ployment of the same highly critical 
domestic standards in the review of for- 
eign applications will assure that the 
criteria of excellence will be maintained. 

There is no deliberate plan for ex- 
pansion of N.I.H.-supported interna- 
tional research and research training 
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activities. However, in view of the in- 
creasing numbers of well-trained scien- 
tists abroad, it seems probable that sup- 
port of the health-related sciences in 
foreign countries will be increased when- 
ever it seems desirable to utilize foreign 
materials or scientific manpower in the 
solution of the health problems of Amer- 
ica. The role and scope of N.I.H. inter- 
national activities will probably be in- 
fluenced more by “outside” forces such 
as the rate of development of foreign 
science than by changes in existing 
policy. 

It is difficult to offer predictions as 
to the ultimate role of N.I.H. in the 
total biomedical research efforts of for- 
eign nations. However, it is clear that 
planning must take into account the 
influence which our programs may have 
on the ecology of science in the countries 
involved. With this in mind, an effort 
will be made to have available informa- 
tion on research budgeting and biomedi- 
cal resources (manpower and facilities) 
in foreign countries. The wisdom and 
experience of an Advisory Committee, 
comprised of distinguished scientists and 
laymen, will be sought to assist in our 
long-range planning. 

Although science and technology are 
rapidly becoming an instrument of na- 
tional and foreign policy, it is hoped that 
the N.I.H. international program, while 
sensitive to political, economic, and social 
considerations, will continue to concern 
itself primarily with the advancement of 
knowledge in an area clearly relevant 
to N.I.H. program objectives through 
support of men and ideas of excellence. 
Although these programs arise in the 
interest of solving major health prob- 
lems facing the United States, it is cer- 
tain that they will result in better 
health for people of all countries. 
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MEDICAL EDUCATION FORUM 


Editorials 
CALL TO INTERNATIONAL ACTION 


A clear and urgent cal] to American medical schools and medical educators to 
engage more fully in world affairs was sounded last year at Miami by Dr. Hunter 
as the climax of his presidential address and was supported by the brilliant 
analysis of our world responsibility by Dr. Robert Morison of the Rockefeller 
Foundation: 
Dr. Hunter said: 
. . . I. am dismayed when I hear people in medical schools talking entirely 
about their responsibility at a state level or, at this point in time, concerning 
themselves almost entirely with their national problems and apparently really 
not appreciating the fact that what we do in the way of helping underdeveloped 
countries all over the world at all levels of medical education, probably in 
conjunction with a major government effort, may make the difference in which 
way the tide goes in the next few decades. 
Dr. Morison’s presentation cannot be adequately reflected by excerpts, but 
these words are particularly pertinent: 
Perhaps the problem is easier for physicians than it is for diplomats, anthro- 
pologists, or philosophers, for did we not swear some 2,500 years ago to impart 
a knowledge of the art not only to “my own sons and those of my teachers but 
also to disciples bound by a stipulation and an oath to the law of medicine?” . . 
.. . Of all the varied and often somewhat doubtful blessings the West can 
confer, better health is perhaps the most easily understood, the most imme- 
diately wanted, and the most firmly grasped. The instinct to live and to repro- 
duce overrides all doubts about foreign intervention, the evils of urbanization, 
or the destruction of tribal value systems which frequently impede the progress 
of other elements in developmental schemes. . . 


Medicine, too, offers the opportunity of introducing into a new society a series 
of concepts or attitudes indispensable for the development of a modern socio- 
economic system. 

Prior to the Miami meeting a number of far-sighted members of the Associa- 
tion, both organizational and individual, had recognized the world responsibility 
of American medical education and had taken significant action. Perhaps the 
best known—and rightly so—action was the brilliantly conceived and dramatically 
successful affiliative relationship developed between the University of California 
and the University of Djarkarta, Indonesia. By demonstrating that something 
of professional significance can be accomplished in a complex cross-cultural 
setting at great distances, this stimulated the imagination of many and has 
set a pattern for others to follow. 

The Association has been fully aware of the broad spectrum of activity in 
international health which has been one of the important but not widely adver- 
tised characteristics of our national post-war acceptance of broadened responsi- 
bility in world affairs. The Association has served as co-sponsor of the Annual 
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Conference of Foreign Medical Scholars and the National Conferences on Ex- 
change of Persons. It is a participating agency in the Medical Education Infor- 
mation Center of the Pan-American Health Organization. The Association is 
administering a program that provides third-year medical students an oppor- 
tunity to spend the summer in underdeveloped foreign areas, receiving training 
and experience. Special International Issues of the journal have been published 
in August, 1959, and September, 1961. These have been replete with information 
and have presented many of the problems facing medical educators abroad, as 
well as solutions being applied or attempted. Last November in Florida, the 
Association served as host to the deans of the medical schools of Central and 
South America, and, in December, sent its own representatives to the Second 
Conference of Latin American Faculties of Medicine in Montevideo. It will 
again serve as host to the deans of Central and South America this November in 
Montreal. Thus, the Association has established a record of growing interest, 
understanding, and accomplishment in the field of international medical education. 

For a number of years the Association has had a Committee on International 
Relations in Medical Education which is under the chairmanship of Dr. Robert 
A. Moore. Through its initiative a Division of International Medical Education 
was established on September first of this year as part of the executive staff 
of the Association under a 5-year grant of $250,000 from the Rockefeller 
Foundation. 

Thus the Association, with its Committee and its new Division has now 
the structure with which to give increasingly dynamic leadership and enhanced 
support to the efforts of American medical education to share its experience, 
ideals, and strength with counterparts abroad. 

The Association has a right to anticipate significant new developments in the 
years ahead. Shaping a sound and solidly based program, however, will require 
the thoughtful effort of a large and growing segment of the Association over a 
considerable period of time. Though there is a great urgency in today’s world, 
the Association cannot prevent disaster if it is destined to strike. Its job is 
rather to build for the long future in confidence that man will save himself from 
the overwhelming threat of the moment and will continue on the tortuous upward 
road to reach a plateau of economic and social attainment that will support peace. 
Given such circumstances, American medical education can contribute immeasur- 
ably to the development of medical competence and leadership of a high order, 
everywhere. 

The first task, as determined by the Committee on International Relations, 
will be to assess our national strength. In one sense we are an importing 
country in medicine, depending heavily on foreign sources to provide our own 
hospital care. There are, however, sources of strength from which we can draw, 
more fully than at present, to assist others; sources that have not yet been 
measured, nor indeed identified in their entirety. One of these is the national 
training potential which is being utilized, but not to the full. Another is the 
ready availability of any and all medical educators to invest a portion of their 
time abroad, under circumstances that protect the needs of their own schools, 
as well as the personal requirements of the individuals concerned and their 
families. To determine how this strength can best be identified, mobilized, and 
organized, in the total interest, is the next task to be accomplished. 
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On the recommendation of the International Committee a study is being 
initiated, first through a survey of all medical faculty members, to determine 
the qualifications and readiness of each to perform short- or long-term service 
abroad. A questionnaire designed to elicit the required information is now being 
pretested. The information obtained by the survey will help not only the Asso- 
ciation, but all agencies concerned—national, international, governmental and 
non-governmental—to design programs based realistically on available strength, 
rather than on hopes and wishes. It will also help individuals find their appro- 
priate and effective role, as medical educators, in meeting the challenge of our 
times. 

This survey constitutes a significant step in answering the call to action 
sounded by Dr. Hunter in Miami and in finding answers to the questions posed 
by Dr. Morison. 

HENRY VAN ZILE HYDE, M.D. 

Director, Division of International Medical Education 
Association of American Medical Colleges 

2530 Ridge Avenue, Evanston, IIl. 


THE WESTERN RESERVE FAMILY STUDY 


In this issue a series of papers describe one of the major elements in the 
revised curriculum at Western Reserve, the Family Study. The program 
arouses intense interest, and also controversy, in students, faculty, and in vis- 
itors from all over the world. “If you let students have patients from the 
beginning why would they bother to master the basic sciences?” “Interesting, 
but it would not work in our university.” “Extraordinary, the ability of 
your students to understand and discuss families, even in the second year.” 
“Do you have any proof that the good effects will persist after graduation?” 
The opinions of those who have never seen the program in operation are some- 
times the most vehement—in either direction. 

The staff who have been involved in this program for the past 9 years 
are convinced about a number of answers. Giving all students an active role 
in the care of a family from their first year kindles a strong sense of responsi- 
bility which would not be achieved by mere observation. This is what pro- 
vides the principal motivation for their learning. Though there is individual 
variation they generally develop an impressive ability to talk comfortably with 
patients, a sensitivity to their needs, a recognition of all that the doctor may 
contribute to their welfare, in addition to his technical skills. The early 
contact with patients has been particularly effective in preventing that deper- 
sonalization of patient—and student—which has often been the inadvertent 
result of the exclusive concentration on laboratory sciences for 2 years in the 
traditional curriculum. It has caused no lowering of enthusiasm or performance 
in the basic sciences. The students say it gives meaning to them. 

The patients themselves almost universally express appreciation for the ex- 
cellent medical care they feel they receive through their student-physician’s 
interest and availability. Careful supervision provided by the faculty keeps 
him from taking medical responsibility for which he is not prepared. 
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The development of this program has involved much trial and error, con- 
tinuing modification, the elaboration of methods for coping with the problems 
of a wide spectrum of students and patients. The fruits of this experience 
are reported in considerable detail in the hope they will help others who are 
contemplating a similar venture to bypass some of the difficulties and to con- 
serve their energy for the pursuit of further improvement. The proof of the 
value of this program should eventually be assessed by the long-term perform- 
ance of its graduates. 


J. H. KENNELL 


POSTDOCTORAL FELLOWSHIPS AND MEDICAL FACULTY 


“The Role of Postdoctoral Fellowships in Academic Medicine,” published as a 
special supplement to the October (1961) issue of The Journal of Medical 
Education clearly shows that the formal, full-time, long-term fellowship has 
become a major factor in medical education. The report, by Dr. Arthur S. Cain 
and Mrs. Lois G. Bowen, reveals the rapid rise of interest in this form of post- 
doctoral study over the decade following World War II. From a relative handful 
in 1946, applications for fellowships rose to 1100 in ten years, and almost three- 
fourths of the applicants received awards. Some 4000 individuals from our 
graduate and medical schools served a year or more of postdoctoral fellowship 
in that decade, and the awards increase each year. 

The importance of these formal fellowships to medical education is under- 
scored by the evidence that more than half of those who serve them enter full- 
time academic medical careers. The survey indicates that most of those not in 
academic medicine could be attracted to it and that their salary and faculty 
rank expectations are reasonably related to current offerings. Quality and 
location of opportunity rather than salary appear to influence postdoctoral fel- 
lows who have declined academic posts. Here may be a source of faculty for 
quality programs in expanding or newly developing schools of medicine. 

The Medical Fellowship Board of the National Research Council, under whose 
auspices the Cain-Bowen report was made, appears to have taken a special 
interest in the appropriateness of a new postdoctoral fellowship approach to 
academic medicine. In a preliminary report (‘Medical Education in the U.S. 
and Canada,” J.A.M.A., 171:1155-57, Nov. 14, 1959) dealing with certain aspects 
of postdoctoral fellowships, Dr. Cain outlined the new fellowship program that 
was under consideration by the Board. Briefly, the program would provide 
fellowship opportunities for M.D. graduates who desire to improve their com- 
petence in the basic sciences and their application to clinical science and research. 
A reorientation of the fellowship toward the responsibilities of academic life 
with the view of maintaining teaching responsibilities in proper balance with 
research would be provided. 

In relationship to this proposal, it should be worthy of note that, given the 
needed financial assistance, sixty per cent of the interns and residents in teach- 
ing hospitals would seek more experience in scientific research than they were 
getting. They also indicated that they preferred to obtain this in conjunction 
with their advanced clinical training rather than in an isolated manner. Almost 
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forty per cent of the interns and residents wanted the opportunity for further 
formal science studies at the basic level and nearly half of these would follow 
a graduate program leading to the Ph.D. degree in the basic sciences. It is to 
be hoped that the proposed fellowship program can be activated and financed, 
for here could be an important pool from which an expanding system of medi- 
cal education could satisfy its increasing need for faculty. 


WARD DARLEY 
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MEDICAL SCHOOL PERFORMANCE OF HIGH AND LOW MCAT STUDENTS 


Each year a number of students are admitted to medical school in spite of low 
scores on the Verbal and Quantitative Ability sections of the Medical College 
Admission Test. It is important for members of admissions committees to know 
how such students perform in medical school as compared with students who 
score high on these measures. 

To explore this question two groups of 1956 entering first-year medical students 
who differed widely on the Verbal and Quantitative sections of the MCAT were 
compared on the basis of their medical school accomplishment records. One 
group contained the 100 students with the highest average Verbal + Quantita- 
tive Ability scores in the entire 1956 entering class; the other contained the 100 
students with the lowest Verbal + Quantitative scores. The mean Verbal + 
Quantitative scores for these two groups were 688 and 329 respectively. 

Figure 1 shows the proportion of each group who finished medical school in 
four years or less (regulars), the proportion whose progress was delayed and 
who were still in medical school during the 1960-61 academic year (irregulars), 
the proportion who withdrew because of actual or impending academic failure, 
and the proportion who withdrew for other reasons. 


FIGURE 1. 
MEDICAL SCHOOL PROGRESS OF HIGH AND Low MCAT STUDENTS 
High MCAT Students Low MCAT Students 
(N = 100) (N = 100) 


Regular [J Irregular Failure Other Withdrawal 

Almost 9 out of 10 students in the high MCAT group (87%) made regular 
progress, and only about 1 in 20 failed out of medical school. Only about two- 
thirds of the low group, however, made regular progress and about 1 out of 6 
was an academic failure. Withdrawals for reasons other than failure accounted 
for 3 to 4 per cent of the students in both groups. Clearly, the high MCAT stu- 
dent is more likely to make regular progress in medical school and less likely 
to fail than his low MCAT classmate. 

The positive relationship between performance on the Verbal and Quantita- 
tive sections of the MCAT and performance in medical school is also reflected in 
medical school grades. The proportion of each group falling into the upper, 
middle, and lower thirds of their first- and third-year classes are shown in 
Figure 2. Only those students whose progress was regular and who were graded 
by their medical schools were included in this analysis. 

Over half (52%) of the high MCAT students were in the upper third of their 
first-year classes, and only 1 out of 10 fell into the lower third. Among the low 
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FIGURE 2. 

FIRST AND THIRD YEAR ACCOMPLISHMENT OF HIGH AND Low MCAT STUDENTS 
(REGULARS ONLY) 

Students Low MCAT Students 


High MCAT 


First Year 


High MCAT Students Low MCAT Students 


/ 


Third Year 


Upper third of class [7/77] Middle third of cless [___] Lower third of class B 


MCAT group, however, only 13 per cent were in the upper third of their first- 
year classes, and almost 4 out of 10 (39%) fell into the lower third. 

Similar results were obtained when the two groups were compared on the 
basis of third-year grades. Again the high MCAT students were more likely 
to be in the upper third of their classes and less likely to be in the lower third 
than students in the low MCAT group. 

Even though these analyses generally show a positive relationship between 
MCAT level and performance in medical school, two important considerations 
should be kept in mind in interpreting these results. First, this study was ex- 
ploratory in nature and limited itself to small groups at the extreme ends of the 
MCAT scale. Obviously, many medical schools were not represented in either of 
the groups studied here. The relationship between MCAT level and performance 
in an individual school might be quite different from the relationship found in this 
study. 

Second, a number of students in the low group not only made regular progress 
through medical school, but also made excellent grades while in school. An in- 
tensive study of low MCAT students is currently being conducted, and initial 
results indicate that a combination of drive level plus certain patterns of per- 
sonality characteristics may be important in discriminating between low MCAT 
students who do well academically and low MCAT students who fail. Conversely, 
some students in the high MCAT group failed out of medical school or barely 
managed to graduate. This group is also being studied further in an effort to 
determine why some apparently “talented” students have difficulty in medical 
school or are permanently lost through academic failure. 

This preliminary investigation tends to confirm the validity of the MCAT 
as a selection instrument, but it also suggests that a number of other dimensions 
must be considered in attempting to predict the performance of a prospective 
medical student. 


* Submitted by the Division of Basic Research of the AAMC, 2530 Ridge Avenue, 
Evanston, Illinois. 
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Communications 


AN IMAGE OF THE STUDENT PHYSICIAN 
(A Bill of Particulars for the Education of a Medical Student) 


JOSEPH P. Kriss, M.D., and STANLEY L. ScCHRIER, M.D.* 


During the course of deliberations regarding medical student admission policy, 
preclinical and clinical subject sequence, clinical responsibility of students, and 
criteria for satisfactory student performance various faculty members often 
lamented the lack of suitable descriptions which would characterize the desirable 
attributes of medical students or physicians, In the opinion of some members, 
such descriptions, even though desirable, are not attainable. On the contrary, 
others held that, whereas the recognition of excellence in performance and atti- 
tudes was simple, indeed almost intuitive, there was little to be gained in 
formulating the criteria which formed the basis for such recognition. The 
authors’ point of view has been that such a formulation is both possible and 
useful. What follows is their attempt to translate desired characteristics into 
specific goals for the medica] student at different stages during the course of 
his career in medicine. The formulation is based upon a sequence which places 
experience in the care of the ambulatory patient after the ward clerkship. No 
claim is made for originality of the specific items. However, the document has 
been of interest to medical students who may be helped to view their current 
academic status in perspective, and it has been useful to members of the faculty 
in planning and evaluating the recently revised medical curriculum at Stanford 
(1-3). 
AN IMAGE OF THE STUDENT PHYSICIAN 
(A Bill of Particulars for the Education of a Medical Student) 
On Starting Medical School 


1. He should have a high level of intelligence, proved scholastic ability, and 
a basic knowledge of the scientific method with theoretical and practical knowl- 
edge in mathematics, chemistry, physics, and biology. 

2. He should be intellectually honest and emotionally mature. 


3. His motivation should derive from humanitarianism, interest in science, 
intellectual curiosity, and a desire for excellence in his own performance. 

4. He should have an active interest in the world around him and be prepared 
to continue to shape these interests in relation to his medical work. His interests 
should show reasonable balance between medical and nonmedical subjects. 

5. He should be in good physical health and have no personality or behavioral 


characteristics which are likely to interfere with his performance as a student 
or a professional physician. 


* From the Departments of Medicine and Radiology, Stanford University School of 
Medicine, Palo Alto, California. 
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On Starting the Clerkship 


1. He should have a theoretical and working knowledge of the preclinical 
sciences. 

2. He should have a good understanding of the nature of the science and the 
art of medicine. He should be aware of the interaction of medicine with other 
fields of our culture and the culture of others, past and present. 

8. He should have a working knowledge of laboratory methods and applied 
statistics, and be able to use these in the design and performance of simple 
experiments. He should be able to analyze the results independently. 

4. He should have theoretical and some working knowledge of laboratory 
methods used in clinical medicine. 

5. He should have an understanding of the varieties of disease processes, 
their natural history, pathological consequences, and the associated biochemical, 
physiological, and psychological alterations. 

6. He should be trained in the technique of interview and physical examination 
through personal experience with observations of healthy and ill persons. 

7. He should be familiar with the indications, limitations, and technique of 
special examinations. 


On Starting Out-Patient Experience 


1. He should be competent in the techniques of clinical diagnosis and should 
know the basic principles of therapy in general medicine, general surgery, pedi- 
atrics, psychiatry, obstetrics, and gynecology. 

2. He should have an understanding of the nature of in-patient medicine, its 
professional, social, and economic ramifications, and the relation it bears to 
ambulatory practice. 


3. He should understand the operation of the modern hospital and its relation 
to the community and to physicians. 

4. He should have had some experience in treating the sick and be prepared 
to accept increasing responsibility for their care. 

5. He should have a knowledge of clinical and community resources which are 
available to assist the physician in patient care. 

6. He should have an understanding of clinical investigation and have had 
experience in conducting such investigation under supervision. He should under- 
stand the problems connected with experimentation on man. 

7. He should be competent in methods of communicating with patients and 
physicians. 

8. He should have an understanding of the role of consultants in medical 


care, the interrelationships between consultants, and the interrelationships 
between the various medical specialties. 


On Graduation 


1. He should have a working knowledge of in-patient and ambulatory medical 
practice, including knowledge of techniques of referral, consultation, transfer, 
principles of fee setting, communication with family members, responsibilities of 
record-keeping, handling of resentment, and reasons for malpractice suits. 
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2. He should be able to examine and care for patients expeditiously. 
3. He should be able to assume primary responsibility for a patient’s care. 

4. Despite his increasing competence and independence, he should have a knowl- 
edge of his limitations. 

5. He should have a thorough knowledge of laboratory procedures as applied 
to clinical situations. 

6. Reference to past and contemporary literature should be a well developed 
working habit in order to deepen his understanding of pathophysiologic processes 
and assist him in his responsibilities for patient care. 

7. He should know the nature of specialty practice and have had some experi- 
ence in several specialties. 

8. He should be sensitive both to the emotional and behavioral responses and 
to the physical findings in his patients and be able to evaluate them in terms 
of his therapy. 

9. He should have maintained, if not deepened, the humanitarian concepts 
with which he entered the study of medicine. 

10. He should have a knowledge of the role of the physician in the care of 
the chronically ill. 

11. He should be able to say what aspects of medicine give him the most 
satisfaction, and have a fair idea of what he hopes to do in the future. 

12. He should recognize the desirability of maintaining a balance between 
medical and nonmedical interests. 

13. He should have learned how to make good use of his time. 

14. He should be aware of the recent medical advances. 

15. He should be aware of at least some of the shortcomings of medicine and 
be impatient about them. 


Ten Years after Graduation 


1. He should have achieved a high degree of proficiency in his work. 

2. He should be familiar with the frontiers of medical science, especially in 
that area of interest which he has chosen to follow. 

3. He should be respected by his patients and associates. 

4. He should be concerned with the welfare of his community, his country, 
and mankind. 

5. He should have broadened his interest in matters outside of medicine and 
deepened his interest in at least one intellectual pursuit. 

6. He should have a continuing interest in medical education, and he should 
be contributing, in those ways he is best qualified, to the education and training 
of other students and physicians. 
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TEACHING MATERIALS FOR DEPARTMENTS 
OF PREVENTIVE MEDICINE 


OpIN W. ANDERSON, PH.D.* 


Virtually all medical schools have a department of preventive medicine, or at 
least a person designated to teach the subject and conduct research. Preventive 
medicine is essentially an eclectic subject, since it draws on many fields such as 
clinical medicine, statistics, epidemiology, demography, the behavioral sciences, 
and others. It is considered difficult to teach, because there is a lack of con- 
sensus concerning its theoretical and substantive nature. However, preventive 
medicine is fundamentally concerned with patterns of disease in time and place 
and with methods of dealing with disease in a given population. 

There is a vast amount of mortality and morbidity data in government statis- 
tical offices which, when properly assembled and organized, show changes in dis- 
ease patterns. Similarly, data have been collected on the expenditures for use 
of medical care, and documentation has been made of various ways of organizing 
and administering personal health services; in these two areas, particularly, 
much research has been conducted or supported by the Health Information 
Foundation. Often it provides useful teaching material for departments of 
preventive medicine. 

The Health Information Foundation was established by the pharmaceutical, 
chemical, drug, and allied industries in 1950 to provide factual information on 
the social, economic, and vital statistical aspects of the health field. It was 
hoped that the exploration of existing data and the gathering of new facts 
would show patterns of development in the health field during the last 60 years. 
In this way benchmarks could be established to show achievements as well as 
problems that still need to be solved. It was also expected that the research 
results would be published and disseminated widely to a technical audience, to 
opinion leaders, and to the public generally. Essentially, these are the objec- 
tives that have shaped the Foundation’s program. The sponsoring industries 
have generously supported the collection of a wide range of data and studies 
which are presented in an objective framework. 

To show the data which are available from the Foundation in organized form 
for teaching purposes, the following is a list of main topics: 

1. Patterns of mortality 
. Patterns of morbidity 
. Patterns of use of and expenditures for services 
. Attitudes of people toward health and health services 
. Facilities and personnel 
. Studies of health insurance and specific medical care programs 


- Reports attempting to conceptualize a problem, such as medical indigency 
8. Case studies of community action in health 


Results of Foundation research are disseminated through four types of printed 


media, depending on the treatment of the data and the audience to be reached. 
The media are: (a) casebound volumes for final, detailed reports of major 
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*Research Director, Health Information Foundation, New York, N. Y. 
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studies; (b) a monthly statistical bulletin called Progress in Health Services; 
(ec) monographs known as the Health Information Foundation Research Series; 
and (d) a series titled HIF Perspectives. The latter is reserved for subjects of 
current interest bearing on the social and economic aspects of medical care. 
In addition, the Foundation publishes An Inventory of Social and Economic 
Research in Health, an annual volume that lists research in progress. 

A mailing list of about 60,000 names of individuals, organizations, and news 
and educational media is maintained for distribution of the monthly bulletin; 
other publications are announced to various categories on this list, depending 
on their special interests. All material is available without charge through the 
Foundation, except bound volumes that may be purchased from the publishers. 
Most of the Foundation’s reports are available in quantities for classroom use; 
a list of these publications may be obtained on request. 

In terms of the preceding topics, the nature of these publications is as follows: 

1. Patterns of mortality—Many issues of Progress in Health Services deal 
with trends in mortality in the United States since 1900. These are shown by 
age, sex, and diagnosis. Some attention is also paid to differences in trends 
between states, and between rural and urban areas. One bulletin contrasts 
the differences in mortality by cause in England and Wales, France, Sweden, 
and the United States, and several issues have dealt with specific disease entities 
such as respiratory diseases, cancer, and cardiovascular diseases. These bul- 
letins can provide medical students with a perspective of trends in disease pat- 
terns, showing how major causes of death have changed with medical and social 
progress. 

2. Patterns of morbidity—Most diseases diagnosed by physicians in daily 
practice are not important as causes of death, but they are important in terms 
of frequency. Some Foundation bulletins show the patterns of morbidity over 
time, a far more difficult task than detailing mortality, because of paucity of 
data. These make it possible to trace relationships between causes of death 
and causes of morbidity, an essential part of study for medical students. Many 
students are startled to learn, for example, that most of the diseases diagnosed 
and treated in general practice are upper respiratory disorders, that a large 
portion of patients are “well” (that is, are in the maternal and child health 
category), and only once in a while are there patients with heart conditions, 
cancer, and other more serious conditions. 

8. Patterns of use of and expenditures for health services —The Foundation 
has systematically assembled and organized data on use of and expenditures for 
health services in a form easily utilized for teaching purposes. This is of 
interest to medical schools that are increasingly concerned with social and 
economic research related to medical care. In its various publications, the 
Foundation has delineated patterns of use and expenditures by type of service: 
hospital care, physicians’ and dentists’ services, drugs, and so on. Levels of 
use and expenditures over time and in various situations have been shown, and 
it has been demonstrated that they exhibit relatively predictable patterns in a 
population, as do mortality and morbidity. These patterns are not fortuitous, 
and it would seem well for medical students to acquire some sophistication re- 
garding them. There are a great many clichés regarding “over-use” and “abuse” 
of services, and preconceptions regarding proper levels of use and proportionate 
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division of the medical dollar among various services. It is evident, therefore, 
that an objective and critical presentation of use and expenditure data should 
have a place in the medical curriculum. 

4, Attitudes toward health services and health.—How the patient views health 
services is of increasing importance to all who work in the health field, and 
knowledge of attitudes toward illness is now considered essential to continued 
progress. Communicable diseases can be controlled by group action on a mass 
basis, but the diagnosis and treatment of other illnesses, particularly long-term, 
require initiation and active participation by the patient. Good cooperation 
on the part of the patient requires “quality” in the patient as well as quality in 
the physician. Accordingly, medical students are being taught more about how 
human beings behave and how their general orientation to life affects use of 
medical services. 

The Foundation has sponsored an extensive study of adult attitudes toward 
and perceptions of health services, including the services of physicians, dentists, 
and hospitals. Several brief reports from this study are available on request. 

5. Facilities and personnel.—It would seem useful for medical students to learn 
more about the growth and distribution of health facilities and personnel, as 
well as the enormous financial] investments necessary to sustain them. In these 
areas, the Foundation has prepared several bulletins showing the growth and 
distribution of hospitals and their financial support since the turn of the century. 
Also, a bulletin is available on current medical manpower, providing a needed 
factual basis for discussion of this timely subject. 

6. Health insurance and medical care programs.—Several studies of various 
types of health insurance plans have been conducted or sponsored by the Founda- 
tion to provide information and comparative evaluation. These have been 
published in condensed form in the monthly bulletin, the Research Series, HIF 
Perspectives and in book form. To orient medical students and others, “The 
Elements of Health Insurance Today” is available as a guide to the funda- 
mental problems of applying insurance principles to the financial risks of illness. 

7. Attempts at setting forth dimensions of selected problems.—One function of 
the Foundation is to examine critically certain gene:ic problems of the health 
field that may lead to confusion of concepts. “The Elements of Health Insur- 
ance Today,” already cited, is one example of an attempt to clarify issues. 
Other publications have shown, for example, the possibilities and limitations of 
measuring health levels in the United States; the meanings and concepts of 
preventive medicine; and the concept of medical indigence as reflected in a 
county in Maryland. Reprints of discussions and articles by members of the 
Foundation staff include as subjects physician-hospital relationships and dis- 
ability control in the United States; these are helpful in terms of focusing on 
primary issues in the health field. 

8. Case studies of community action in health—Early in the development of 
the Foundation’s research program, three studies of community action for public 
health were conducted by social research teams in Salem, Massachusetts, Lenawee 
County, Michigan, and Talladega, Alabama. These are relevant to preventive 
medicine and of interest to medical students because they show the problems 
of introducing health programs that often require changes in community policies 
and public attitudes toward medical care. 
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Each of the foregoing topics is presently important to the field of preventive 
medicine. The Foundation’s publications and discussions of these topics indicate 
the interest in developing and systematizing the body of knowledge needed for 
better understanding of this field and the field of public health. Taken collec- 
tively, the reports mentioned interrelate many health problems that face the public 
and the means currently employed to mitigate them. 


KEMP’S LAW 
OLIVER P. JONES, Pu.D., M.D.* 


Class reunions of medical school alumni usually follow the same general pattern 
in the United States. After a brief exchange of salutations and greetings, family 
vital statistics, and comments about a difficult but extremely interesting case, 
the conversation then shifts to jokes and amusing stories. Both of the latter 
may be divided into several groups—the rare good one, the many mediocre ones, 
and those which would have fared better had they been told with more finesse. 
Sometime after alumni have introduced various kinds of spirits into their sys- 
tems, the topic for discussion changes to medical school admission policies. The 
longer medical alumni have been out of school, the less objective they are about 
the qualifications for admission to a contemporary medical school. This is 
particularly true if relatives and friends have been denied admission to the 
entering class. Many of these alumni and a sizable segment of the general public 
fail to realize, understand, and appreciate that by and large admissions com- 
mittees are known for their objectivity in the selection of candidates. 

This reminds me of a true story which, in its disguised form, runs something 
like this: A prominent patient of Dr. Alpha’s had a son who wanted to enter 
medical school. The father asked the doctor to use his influence in achieving that 
end. This request placed Dr. Alpha in an awkward position because, although 
he enjoyed staff privileges at a teaching hospital, he was not a member of the 
medical school faculty. One solution was to find a colleague who was a friend 
of the dean’s and who would be willing to serve as an intermediary. Dr. Beta 
not only had all the necessary requirements for undertaking this assignment 
but also occasionally frequented the hospital coffee shop with the dean. While 
Dr. Alpha was passing the entrance to the coffee shop, about 2 weeks later, he 
saw Dr. Beta talking very seriously to the dean. Since this could mean only one 
thing to Dr. Alpha, he gave Dr. Beta a high sign similar to that used on tele- 
vision to advertise a certain beverage. A week later Dr. Alpha witnessed the 
same thing, which of course by now could only mean that Dr. Beta was really 
working on the dean in behalf of his patient’s son. Once again, another high 
sign and a nod of recognition at a distance, but there was no exchange of words 
between Dr. Alpha and Dr. Beta. While all of this supposed political intrigue 
was taking place, the admissions committee continued to review applications 
and interview candidates as objectively as possible. As a result, the committee 
decided to offer the son a place in the medical school class. At no time did either 


* University of Buffalo School of Medicine, Buffalo, New York. 
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the dean or Dr. Beta mention the candidate’s name to the committee, let alone 
try to influence and exert pressure on the committee. The proud parent and Dr. 
Alpha were so impressed with the salutary results from what appeared to be 
Dr. Beta’s continued and determined efforts that they thought it only appro- 
priate to reward him for his services—over and beyond the call of duty. Much 
to the amazement of Dr. Beta, he found a new executive-type desk in his office 
with a note stating, “Thanks for everything you have done for us.” He kept 
the beautiful gift, not knowing that the admissions committee had performed 
its duty in an objective manner—and as usual—without credit. 

Why do so many so-called well informed persons honestly believe that pull 
and pressure are the main avenues for entrance into medical schools? That such 
conditions exist cannot be denied, but they are in the minority and certainly not 
unique for medical school admissions committees. Why do such ideas flourish? 
The following story, based on 12 years’ experience as chairman of an admissions 
committee, illustrates one form of this post hoc, ergo propter hoc reasoning. 

Dr. Omega, a well known dermatologist, confided in me that, although he had 
many requests from patients and friends to intercede for an applicant, he would 
never do so because he did not want to compound the problems of the admissions 
committee. This understanding of our problem resulted from Dr. Omega’s own 
experience, as chairman of a credential’s committee. The public never heard 
about the candidates who were rejected, even though Dr. Omega was supposed 
to have recommended them to the admissions committee. On the other hand, 
parents of candidates who were accepted presumably through Dr. Omega’s inter- 
vention, never hesitated to credit the admission of their offspring, not to the 
candidate’s native ability, nor to the objectivity of the admissions committee, 
but to that wonderful Dr. Omega. In this connection it is almost as if the public 
prefers to think about intrigue rather than the methodical and conscientious hard 
work involved in arriving at a decision. And so, this gossip is perpetuated because 
there are many doctors who unwittingly contribute to this post hoc, ergo propter 
hoc type of reasoning. 

During 12 years’ experience as an admissions officer, it was interesting to 
plot my popularity against the time of the year. Early in the season, when 
the class was just being selected, everything was rosy. But toward the end 
of the season—a veritable hunting season—my popularity declined abysmally, 
because by that time I was actually chairman of the Committee on Rejections. 
However, all through these years, one thing remained constant, namely, Kemp’s 
Law. This was formulated many years ago by Dr. Hardy A. Kemp, formerly 
dean of medicine at the University of Vermont, Ohio State University and Wayne 
University. He enunciated this law, clearly and proudly, while attending a 
conference on premedical problems at the University of Louisville in 1947. 
Kemp’s Law is, “An applicant’s acceptability is inversely proportional to the 
amount of pressure brought to bear on the admissions committee.” 

This law really works, and it helps to protect deans and other University offi- 
cials who manifest an unusual amount of interest in one or more candidates. 
These officers, by the very nature of their duties, are forced continually to 
keep themselves before the public eye and are, therefore, subject to a wice 
spectrum of influential groups. However, the final decision to accept a candidate 
into medical school must rest with the committee; otherwise the committee’s 
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function would be pointless, and it is unlikely that anyone would condescend to 
serve on it. It has been reported that university presidents and chancellors have 
only three main problems with which to contend: sex, alumni, and parking space. 
The fourth problem has been making itself felt owing to increased college 
enrollment and the demand for more professional students. In the long run, 
fewer mistakes will be made in the matter of selection if admissions committees 
are permitted to be as objective as possible and apply Kemp’s Law when necessary. 


RESEARCH IN HIGHER EDUCATION 


MILTON J. 


Research in higher education, to offer a capsule judgment, is at one and the 
same time a field of study, an evolving body of knowledge, a dream, and the 
center of a national problem. 

As a field of study, the most obvious characteristic of research in higher 
education, like so much else in American education, is its diversity. Individual 
investigators from varying disciplines, numerous institutions, state, regional, 
and national organizations, and university centers are studying a variety of 
problems with perhaps equally diverse methods. 

The chief feature of the knowledge accruing from these researches seems to 
be the gradual evolution of a body of empirical data from which increasingly 
confident judgments may be made regarding the “knowns” and “unknowns” of 
college life and the consequences for students. Like research in other fields of 
inquiry, research in higher education is addressed to the orderly growth of 
knowledge—in two broad areas: teaching and learning in colleges and univer- 
sities and the nature of the institutions themselves. The search for new knowl- 
edge in these areas has been accepted as a major challenge by numerous 
investigators, including, for example: teachers interested in doing a better job; 
representatives of institutions anxious to evaluate the achievements of students 
in relation to institutional objectives; behavioral scientists concerned with the 
analysis of learning and change in individuals; educators interested in specifying 
the conditions under which growth occurs. 

Yet, despite hopeful beginnings, a great deal is still to be learned about 
colleges and their influence. In this respect, the pressing desire for new knowl- 
edge may be likened to the manifest content of a dream; but the latent dream 
thought is the underlying question as to how the research will be done and who 
will do it. 

The extent of the national effort in higher education may be approximated in 
the following terms: about 3.9 million students are being educated in at least 
2,000 institutions staffed by more that 300,0000 faculty members and other highly 
qualified personnel. What to do about the increasing numbers of students and 
the dwindling supply of qualified teachers is recognized as part of a major 
national problem in higher education. To the extent that it is addressed to these 
questions, research in higher education is engaged with this problem. 

What, then, is the current research in higher education? Who is doing it? 
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Where is it being done? Where may the interested reader learn more about it? 

On the assumption that the medical educator would find it useful to have 
some information bearing on these questions, an attempt is made here to sketch 
a “map” into this complex field. In later columns it is proposed to review some 
of the findings of those investigations believed to be particularly significant for 
medical education. 

Higher education, to be clear about our basic frame of reference, refers to 
education beyond the high school. The programs of instruction offered to 
students at levels beyond the 12th year are found chiefly in institutions of 
higher education or higher learning. The word “higher” does not necessarily 
denote more exalted subject matter, better quality of instruction, or higher 
mental abilities of student or teacher. Higher education includes both 2-year 
and 4-year college programs, graduate, and professional education; but the 
greatest bulk of research in the field is concerned with the 4-year college program. 


BASIC QUESTIONS 


Much of the research in higher education appears to reflect an interest in 
these questions: 

1. What are and what should be the objectives of the institution? What out- 
comes does it desire in its graduates? 

2. Who are its students? What are their characteristics and potentialities for 
change in the direction desired by the institution? 

3. What are the means through which the institution seeks to bring about 
these changes? 

4. How do the students change? What are the outcomes? 

What kinds of problems are being investigated? An answer is conveniently 
provided by The Review of Educational Research in an issue devoted exclusively 
to a review of contributions to higher education (see references below). The 
studies are grouped as follows: 

The entering college student—background and characteristics 

College admission-selection studies 

The college environment 

The outcomes of college 

The educational program 

The improvement of instruction 

Noninstructional services 

Evaluations of institutions and programs 

Government, administration, coordination and financing of higher education 

Where may the reader obtain information regarding research completed or in 
progress? Pertinent publications are listed below: 


PUBLICATIONS 


1. The single best source for a comprehensive presentation and review of 
research in higher education, cited earlier, is the October, 1960, issue of The 
Review of Educational Research [30(No. 4): 281-393]. Chapters are prepared 
by experts in education and educational research; references include all major 
publications in the 6-year period prior to 1960. Descriptions of the methods 
used in the various studies should help orient the reader to the methodology of 
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research in higher education. Single copies sell for $2.00 each and are available 
from the American Education Research Association, 1201 Sixteenth St., N.W., 
Washington 6, D.C. (A.E.R.A. is a department of the National Education Asso- 
ciation and welcomes subscriptions to its Review, which is published 6 times each 
year and covers “the more active fields of educational research’’). 

2. Impact of College by Mervin Freedman, a publication in the series New 
Dimensions in Higher Education, sponsored by the U.S. Office of Education, 
reviews some of the principal studies on college students conducted by social 
scientists. This is a very fine introduction for the medical scientist as to the 
interests of the social scientist in the study of higher education, particularly 
the growth of college students. Twenty-three pages, 78 references; 15 cents per 
copy, available through the Superintendent of Documents, U.S. Government 
Printing Office, Washington 25, D.C. 

3. The Office of Education, through its Higher Education Programs Branch, 
offers other publications describing research in progress and reviews of develop- 
ments on higher education. For example, a list of studies conducted in the 
United States since 1950 by colleges and universities and state, regional, and 
national associations has been compiled and is entitled: Reporter: Clearinghouse 
of Studies in Higher Education. For copies, address Superintendent of Docu- 
ments. The monthly publication, Higher Education is also recommended. 

4. Seven comprehensive articles listed under Colleges and Universities in the 
Encyclopedia of Educational Research (8rd edition, 1960, Macmillian, N.Y.) 
consider the following aspects of higher education: Development, Government, 
Organization and Administration, Programs, Evaluation, Student Populations, 
Student Services. There are extensive references for each contribution, prepared 
by recognized authorities. The Encyclopedia is also a project of the American 
Educational Research Association. For those not acquainted with it, the volume 
is massive (more than 1500 pages) and expensive ($25.00). 

5. Current Issues in Higher Education is the title of an annual volume published 
by the Association for Higher Education (another department of the National 
Education Association) that reports the annual conferences of the association. 
Descriptions of research studies in higher education comprise but a small part 
of the total volume (nearly 300 pages). The individual interested in grasping 
some of the current issues in higher education as perceived by some of the 
nation’s leaclers in the field, could probably find no better single source. Indeed, 
the problems addressed in each volume are essentially the issues for research 
in higher education. It has been said that the annual meeting of this asso- 
ciation (held each March in Chicago) is a most stimulating and productive 
enclave of leaders in higher education. Copies of this volume sell for $5.00 
and are available through the National Education Association (address is the 
same as the A.E.R.A. given earlier). 

6. Research Designed to Improve Institutions of Higher Learning by A. J. 
Brumbaugh describes research conducted by schools for purposes of self-study. 
Institutional research occupies an important role in research in higher educa- 
tion. This pamphlet, published by the American Council on Education, de- 
scribes the issues well, reports examples of the values of institutional research 
reported by the schools themselves, and cites major references to other reports 
of institutional research. The address of the American Council on Education 
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is 1785 Massachusetts Ave. N.W., Washington 6, D.C. The office of Statistical 
Information on Research of the ACE, for whom this pamphlet was prepared, 
publishes other reports of research at all levels of education. 

7. Technical Report No. 5: A Program of Research on the Identification, Moti- 
vation and Training of Talented Students, the most recent mimeographed report 
of the National Merit Scholarship Corporation, Evanston, Illinois, outlines their 
research activities for the year 1960-1961 and includes references to work 
completed and in progress. 

Journals—The American Council on Education publishes two pertinent peri- 
odicals: The Educational Record (quarterly) and Higher Education and National 
Affairs (an occasional bulletin). 

Three journals report studies in higher education: The Journal of Higher 
Education (Ohio State University Press); College and University (published 
by the American Association of Collegiate Registrars and Admissions Officers) ; 
and The Journal of Educational Psychology (a publication of the American 
Psychological Association). 

Newsletters.—The Superior Student is the title of the newsletter of the Inter- 
University Committee on the Superior Student, published at the University of 
Colorado, J. W. Cohen, Director and Editor-in-Chief. The American College 
and Student Personality: Research Progress and Problems is edited by Carol 
Kaye with the assistance of the staff of the Harvard Student Study, 15 Holyoke 
St., Cambridge. 

Books.—Two forthcoming books, likely to shed a good deal of light on the 
knowns and unknowns of American higher education, are: Nevitt Sanford (ed.): 


The American College: A Psychological and Social Interpretation of the Higher 
Learning (Wiley); Thomas R. McConnell: A General Pattern for American 
Public Higher Education (McGraw-Hill). 


CENTERS SPECIALIZING IN THE STUDY OF HIGHER EDUCATION 


Three Centers, university-affiliated and distinctly different in orientation, 
are engaged in studies of higher education. 

1. The Center for the Study of higher Education, the University of California 
at Berkeley, under the direction of Thomas R. McConnell, is conducting large- 
scale studies in several major areas. One such study is an intensive investigation 
of the students in a few colleges, using the combined approaches of education, 
psychology, and sociology. Central emphases of a number of the Center’s studies 
are the analysis of diversity of student characteristics within and among col- 
leges and the longitudinal study of the effects of college on students. Several 
books and numerous articles have been published by members of the staff. 
Copies vf the Center’s annual report are available on request, documenting in 
detail the purposes of the Center, its activities and accomplishments over the 
last 5 years. Selection and Educational Differentiation is the title of a volume 
reporting the proceedings of a conference held under the auspices of the Field 
Service Center and the Center for the Study of Higher Education. One of its 
chapters is a lengthy contribution by Dr. Helen Gee, Director of Research, 
A.A.M.C., on differential characteristics of student bodies in medical schools. 
Copies of this volume are available at $1.50 each. 
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2. The Institute of Higher Education, Teachers College, Columbia University, 
under the leadership of Earl J. McGrath, has studied liberal education in eight 
undergraduate professional fields. Reports of these inquiries have been published 
in seven separate monographs and may be obtained from the Bureau of Publica- 
tions, Teachers College, Columbia University. Illustrative titles are: Liberal 
Education in the Professions, by E. J. McGrath; The Liberal Arts as Viewed 
by Faculty Members in Professional Schools, by Paul L. Dressel, Lewis B. Mayhew, 
and Earl J. McGrath; Are Liberal Arts Colleges Becoming Professional Schools ?, 
by E. J. McGrath and Charles H. Russell. 


3. The Center for the Study of Higher Education at the University of Michigan, 
under the direction of Algo Henderson, has as its primary aim the preparation 
and improvement of college and university administrators. Individuals serve 
part-time internships in the offices of vice-presidents at the University and other 
institutions. The conduct of research is now receiving more attention at this 
Center; the major activity, however, continues to be that of educating leaders 
(deans, department heads) in the administrative function. Dr. Henderson’s 
book, Policies and Practices in Higher Education, was published by Harper 
(1960). Mimeographed copies of Selected Bibliographies for Administrators in 
Higher Education, by F. R. Paulsen, are available free of charge. 


REGIONAL AGENCIES 


Three regional groups encouraging and, to a lesser extent, conducting re- 
search in higher education, on problems specific to their regions, are listed below. 
Inquiries regarding studies sponsored by each agency may be directed to the 
Executive Secretary. 


The New England Board of Higher Education 
31 Church Street, Winchester, Massachusetts 
The Southern Regional Education Board 
Boulder, Colorado 
The Western Interstate Commission for Higher Education 
Boulder, Colorado. 


Research on College Students, T. H. Sprague (ed.), is the title of a volume 
(Dec. 1960) reporting an institute co-sponsored by WICHE and the Center for 
the Study of Higher Education at Berkeley. Both groups also sponsored a con- 
ference in July, 1961, on Studies of College Faculties. Reports are available 
from WICHE. 
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Die medizinische Ausbildung und das 
Gesundheitswesen in Brasilien (Med- 
ical Training and the Health Services 
in Brazil). P. E. FRANKEL, M.D. 
Deutsches Medizinisches Journal, Vol. 
12, No. 10, pp. 379-83, (May 24), 1961. 
Brazil’s medical education and serv- 

ices are studied in relation to the coun- 

try’s economic and cultural structure, 
with special emphasis on the role of the 

European immigration and the interplay 

of ethnically divergent psychologic and 

religious attitudes and concepts. A sur- 
vey of elementary and high school train- 
ing traces the medical student’s educa- 
tional background from the jardim de 
infdncia (kindergarden) to his entrance 
into medical school. The medical course 
includes 6 years of study, clinical in- 
struction beginning with the 4th year. 
There is no strict division into semesters, 
but written examinations must be taken 
in each subject at the end of each lec- 
ture course (the “great lecture” is the 
principal teaching method). There is no 
general final examination, and no intern- 
ship period is required: after having 
passed all the end of sixth-year examina- 

tions, the student is granted the di- 

ploma; and after registering it with the 

Health Department, he is licensed to 

practice. The more scientifically oriented 

graduates either look for university as- 
sistantships or, after advanced studies 
of at least 5 years, present a disserta- 
tion in some special field. After a de- 
tailed discussion of the medical curric- 
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ABSTRACTS FROM THE WORLD 
OF MEDICAL EDUCATION 


ANGELA SANCHEZ-BARBUDO, PH.D. 
Abstract Editor 


ulum content, the author points out 
that, in contrast to the European educa- 
tional concepts where the scientific and 
research orientation prevails, medical 
education in Brazil is predominantly 
geared toward the immediate practical 
utilization of knowledge, which is in 
accordance with the country’s economic 
development and its general way of life. 

Also discussed in this article are some 
features of the organization of Brazil- 
ian universities and their medical facul- 
ties (schools) and research ceziters. 
Among the latter, the most famous is 
the “Instituto Oswaldo Cruz,” in Rio 
de Janeiro, which is put on a level with 
the Pasteur Institute in Paris. Of im- 
portance is also the “Instituto Butanta” 
(dedicated to the study and preparation 
of anti-snake poison sera) and the “In- 
stituto Biologico,” both located in Sao 
Paulo. The entire Brazilian health sys- 
tem is placed under the Health Depart- 
ment (just recently separated from that 
of Education) whose excellent organiza- 
tion is stressed. It includes, among 
others, special commissions on nutrition, 
child and national health, and on endemic 
diseases. As noteworthy developments 
during recent years its “Cancer Service” 
and “National Service for Mental IIl- 
ness” are mentioned. A specially efficient 
role in the health progress is attributed 
to the “National Service for the Fight 
against Tuberculosis” as well as to the 
various services engaged in the fight 
against leprosy, malaria, and other dis- 
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eases plaguing the South American con- 
tinent. As a trait characteristic of Brazil, 
which also plays an important part in 
medical schools and hospitals, the author 
emphasizes the good relations and com- 
munity life between all the different 
races and creeds which make up the 
Brazilian nation. 


Role of the Nonuniversity Hospital in 
Surgical-Resident Training. WELLES 
A. STANDISH, M.D. The New England 
Journal of Medicine, Vol. 264, No. 8, 
pp. 386-89, (Feb. 23), 1961. 


Since more than two-thirds of the ac- 
credited surgical training programs are 
now in nonuniversity hospitals, it is 
obvious that the latter have become a 
most important part of the graduate 
educational program. University and 
nonuniversity teaching hospitals have 
one urgent problem in common: the di- 
minishing number of service patients. 
This situation, Dr. Standish warns, is 
becoming so acute that, unless it is cor- 
rected, the whole concept of surgical 
training may have to be revised. It is 
pointed out that any sound program for 
graduate training in a nonuniversity 
hospital must have certain functions. To 
help define them, the American College 
of Surgeons and the American Medical 
Association have published a guide-book 
offering suggestions to those concerned 
with residency training. The American 
Association of Hospital Directors of 
Medical Education was constituted in 
1956 with similar objectives, discussed 
in detail in this article. The secret of 
having a program adequate for all levels 
of graduate training is, Dr. Standish 
reveals, to present a program in which 
all levels have an active part. Among 
the various components necessary to any 
graduate program, the most essential 
ones are the attending staff and the 
patients. As to the latter, the big dif- 
ference today is not the type of patient 
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but the category in which he is admitted 
—namely, private, semi-private or serv- 
ice. Except in federal, state or municipai 
institutions, the category of patients has 
changed in such a way that the percent- 
age of service patients has dropped, in 
the last 30 years, from 60 to 15, or less, 
per cent. The principal cause of this 
change, which takes away the main 
source of supply of resident training 
material, is seen in the growth of vol- 
untary insurance plans, the decisive 
factor being the free choice of physicians 
and payment of professional fees. In 
order to bring those patients back into 
the teaching fold, some of the current 
policies governing the distribution of 
fees must be revised. A factor in the 
actual situation is, for instance, the re- 
luctance of the surgeon to have a patient 
on the teaching service, because if the 
resident is in charge of the case, the 
fee is not collectable by the attending 
surgeon; another adverse effect is seen 
in the refusal of Blue Shield to pay 
medical reimbursement fees to residents 
in training, and the policy of the Ameri- 
can Medical Association in this matter. 
It is apparent, Dr. Standish concludes, 
that doctors, either individually, owing 
to their desire for fees, or collectively, 
through misinformation or ignorance, 
are greatly responsible for the present 
predicament. However, all interested 
groups acting in unity could go far in 
settling the many facets of the fee prob- 
lem. To accomplish this unity, action 
should be taken in all regional and na- 
tional surgical societies. It is suggested 
that the residency training committees 
of these groups combine into one single 
body with a twofold purpose: (a) To 
draw up and put into effect a publicity 
program regarding the inherent difficul- 
ties besetting graduate teaching pro- 
grams today and (b) to determine and 
implement the ways in which these dif- 
ficulties can be corrected. 
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The Training of the Cancerologist. THE- 
ODORE R. MILLER, M.D. The Ameri- 
can Journal of Roentgenology, Radium 
Therapy, and Nuclear Medicine, Vol. 
85, No. 3, pp. 401-6, (March), 1961. 
In his presidential address before the 

42nd Annual Meeting of the American 

Radium Society (San Juan, Puerto Rico, 

March 17-19, 1960), Dr. Miller discusses 

the urgent need for training more and 

better oncologists. His experience as a 

practicing cancerologist impressed him 

with the fact that approximately 70 per 
cent of the patients seen by him had 
been treated previously, and 42 per 
cent inadequately. Cancer being one of 
the diseases where early diagnosis and 
prompt and proper treatment make the 
difference between life and death, it is 
of the greatest importance that the treat- 
ing physician has an intimate and ex- 
tensive knowledge of the biologic nature 
and behavior of the disease. This point 
is illustrated by a number of case his- 
tories which show the disturbing ten- 
dency of the highly trained specialist to 
apply to all forms of cancer the only 
method known to him. The extreme 
philosophies of the inexperienced, it is 
pointed out, lead either to the nihilistic 
attitude that all cancer is hopeless, or 
to the equally unrealistic position that 
the cancer patient can be salvaged by 
almost any procedure. Every cancerolo- 
gist must have a knowledge of the stand- 
ard procedures in cancer surgery and a 
familiarity with the effects of ionizing 
radiations, as well as an understanding 
of the chemotherapeutic and hormonal 
approaches. Although the usual feeling 
is that such training would require “the 
powers of the Trinity,” Dr. Miller in- 
sists that practical teaching and research 
in cancer must be a single discipline. 

Some of the case histories presented 

stress the point that knowledge of the 

basic principles of all disciplines “is not 
beyond the comprehension of the ordi- 
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nary mortal.” The author has a critical 
view of the modern trend of general as 
well as university hospitals toward avoid- 
ing concentration of cancer patients and 
treating these on the various specialty 
services. This he considers the fault 
of the administrative professors who 
plan graduate medical education. Fur- 
thermore, the tendency for super-special- 
ization to take over training, with the 
resultant isolation of specialties, is 
“aided and abetted” by the rigidity of 
the qualifying boards which are nar- 
rowing the scope of training. The 
American Radium Society, it is pointed 
out, owing to its broad representation 
among the various certifying boards and 
its many members of academic rank of 
all disciplines, should be in a position 
to influence favorably the trend of post- 
graduate medical education. 


Time Study of an Internship on a Uni- 
versity Medical Service. H. A. PAy- 
SON, M.D., E. C. GAENSLEN, JR., M.D., 
and F. L. STARGARDTER, M.D. The 
New England Journal of Medicine, 
Vol. 264, No. 9, pp. 439-43 (March 2), 
1961. 

This is a report on some of the find- 
ings resulting from a 10-day time study, 
in May, 1959, of two interns on the 
Medical Service at the Grace-New Haven 
Hospital (sponsored by the Departments 
of Medicine and Psychiatry, Yale Medi- 
cal School; it was partly supported by 
the Foundation Fund of Research in 
Psychiatry). Among the generalizations 
which could be made from this limited 
investigation, of foremost importance 
seemed to be the fact that an impres- 
sive amount of time was spent by the 
interns in consultation with colleagues 
and superiors against the relatively lit- 
tle time spent with patients. Regarding 
the Grace-Hospital intern teaching pro- 
gram as similar in philosophy, design, 
and standards of performance to that at 
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any other prominent university teaching 
hospital in the U.S., the problem was 
to interpret the following findings on 
patient care: that time spent with the 
patient did not vary with new admis- 
sions; that interns did not spend more 
time with their old patients on days 
when there were few or no new admis- 
sions; that there was a rapid decrease in 
time spent with all patients after their 
first hospital day, and that an old patient 
was seen less than 10 minutes a day, un- 
less there were acute medical complica- 
tions. Although findings did not seem to 
support a theory of insufficient time 
available, the limited scope of the study 
forestalled a solution of the problem. It 
did provide, however, a series of ques- 
tions as guides for further investigation 
of postgraduate programs, among which 
the following are stressed: Do attending 
physicians sufficiently encourage interns 
to broaden their experience of patient- 
doctor contact? Are teachers, making 
rounds, more likely to emphasize differ- 
ential diagnosis and tangible therapeutic 
matters? Do they leave problems of 
interpersonal relations largely to house 
staff? These and other questions are 
important, it is pointed out, because the 
intern’s recognition of disturbances in 
doctor-patient relationships, which may 
powerfully influence the outcome of any 
therapeutic regime, appears often to be 
very insufficient. Among the possible 
reasons for interns to divert their at- 
tention from the patient to personal 
activities and to colleagues and superi- 
ors, the following, all centering about 
some basic need, are discussed: the need 
for security, for acquiring specific tech- 
nics and knowledge of medicine; the need 
to learn how to relate to other profes- 
sionals in the graduate’s first year of 
professional life; and the need to com- 
pete and move ahead on the basis of his 
diagnostic and pathophysiologic acumen 
rather than on that of his capacity to 
offer thorough patient care. 
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The Principles and Methods of Plan- 
ning the Development of National 
Health Programmes in Underdevel- 
oped Countries. SiR SAMUEL MANUWA. 
The West African Medical Journal, 
Vol. X, No. 2 (New Series), pp. 69-85 
(April), 1961. 


In this article, based on a Working 
Paper prepared by the author for the 
World Health Organization Expert Com- 
mittee on Public Health Administration, 
Sir Samuel Manuwa (President of the 
Association of Surgeons of W. Africa) 
discusses the planning of health pro- 
grams for underdeveloped countries in 
the light of his experience in the health 
administration of Nigeria, and stress- 
ing broad and basic principles which ap- 
ply to most countries concerned. Re- 
viewed are the general principles of 
planning; the methods, objectives and 
problems involved, in relation to avail- 
able resources. Constitutional and ad- 
ministrative considerations are also in- 
cluded, and special suggestions are made 
regarding Nigeria. Among the general 
principles underlying the planning of 
health programs, the following are 
stressed: (a) Health planning must be 
regarded as part of an over-all exercise, 
a “combined operation” designed to pro- 
duce an integrated, balanced, orderly 
development of the total rational econ- 
omy. (b) For establishing an over-all 
blueprint for health development, the 
planning should be done by a Commis- 
sion specially selected for the purpose, 
whose terms of reference should be 
broad and include a request for a pre- 
liminary comprehensive survey of the 
health-disease pattern, the health needs 
as a whole, and the available resources 
in finance and manpower. Long- and 
short-term objectives should be clearly 
stated. (c) Projects to be established 
would depend on the aims of medical 
policy (e.g., where preventable conta- 
gious diseases of community-wide extent 
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are the chief challenge, the main proj- 
ects would be concerned with preven- 
tion and mass treatment, etc.). The 
development of the ordinary curative 
services should, however, not be neg- 
lected. (d) Planning must be bold, and 
with an eye to posterity. 


Reintegration of Psychoanalysis into 
Teaching. GEORGE C. HAM, M.D. The 
American Journal of Psychiatry, Vol. 
117, No. 10, pp. 877-82, (April), 1961. 


Psychoanalysis as a theory, a method 
of investigation, and a technique of 
treatment occupies now, as compared 
with 20 years ago, a highly “prosperous” 
position in academic medicine and in 
residency training. The recent growth 
in the number and quality of psychiatric 
training programs, which has contrib- 
uted to major developments in both basic 
and applied research in the field of 
mental health, may be attributed, in 
part, to the integration of the basic 
concepts and techniques of psychoanal- 
ysis, even though this term is often 
obscured under the rubric of “dynamic 
psychiatry.” It is pointed out, however, 
that in relationship to academic teach- 
ing and specialty training, psychoanal- 
ysis has many of the problems of the 
“nouveau riche.” Dr. Ham discusses 
here the challenges and opportunities as 
well as the problems relating to the 
integration of psychoanalysis into medi- 
cal education. The changes that have 
occurred in the most recent period, accel- 
erating academic acceptance of psycho- 
analysts and psychoanalytic concepts and 
theory, can only be understood, it is 
pointed out, in terms of the genetic and 
determinative past. Although Freud, an 
outcast of academic medicine during his 
lifetime, would have rejoiced at this new 
development, he also would have real- 
ized immediately that the substantive 
content, pedagogical techniques, and the 
goals of psychoanalytic institutes could 
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not be transferred in unaltered form to 
satisfy the new needs and problems of 
medical students and residents. Among 
the general factors regarding the social 
and conceptual realities of medicine, 
which must be taken into consideration 
for a successful reintegration of psycho- 
analysis into teaching, the strong influ- 
ence of the physical and chemical sci- 
ences on the medical curriculum as well 
as on psychiatric concepts is stressed. 
The concept of structural change, as 
the cause of symptoms, revived by these 
sciences, persists as a mighty deterrent 
to the transactional, or multifactorial, 
concept of human adaptation and illness 
which has been developed by the psycho- 
analytic school. Although a change in 
values seems to be under way regard- 
ing health and illness, the fact remains 
that new and broader concepts and atti- 
tudes, many of which derived from 
psychoanalysis, were not part of the 
formative student years of the majority 
of the leading physicians in academic 
medicine in all other branches of clini- 
cal sciences. .In view of the sociological 
dissonance between the structural and 
the dynamic adaptive concepts, the forces 
that have led to their “exciting but un- 
easy marriage” are examined, and some 
principles are outlined which, in Dr. 
Ham’s view, would serve as a guide to 
reach the goal of a mutually acceptable 
synthesis. Special reference is made to 
George L. Engel’s paper entitled “Home- 
ostasis, Behavioral Adjustment and the 
Concept of Health and Disease” (in 
Mid Century Psychiatry, by Roy R. 
Grinker (ed.), 1953). As to the psycho- 
analytical training of residents in psy- 
chiatry, attention is drawn to a dis- 
cussion by Maurice Levine (in Twenty 
Years of Psychoanalysis, W. W. Norton 
& Co., 1953) under the title “The Impact 
of Psychoanalysis on Training in Psy- 
chiatry.” In his conclusions, the author 
expresses his view that a_ scientific 
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understanding and approach of the psy- 
chological aspects of patient care are 
the province of all physicians; and that, 
if we are to bring the benefits derived 
from our understanding, through psy- 
choanalytical concepts, of human adap- 
tation and maladaptation, to the masses 
of the people, it becomes essertial that 
a synthesis of all the factors outlined 
in this paper become a familiar compo- 
‘nent of every physician’s conceptual 
framework and modus operandi. 


Welfare Policies Relating to Income 
and Tax Status of the Aged. WILBUR 
J. COHEN. Geriatrics, Vol. 16, No. 4, 
pp. 193-204 (April), 1961. 

The author, formerly a professor of 
public welfare administration at the 
University of Michigan, and at present 
Assistant Secretary of Health, Education 
and Welfare, raises the question of what 
changes in public programs and policies 
are necessary to achieve the objective 
of a minimum standard of health and 
decency for the aged. Before giving even 
a tentative answer, however, a number 
of interrelated programs, policies, trends, 
and issues are discussed. It is pointed 
out that tax and benefit policies and 
programs for the aged, over the past 
25 years, have evolved on a “piecemeal” 
basis, without adequate consideration of 
the over-all, long-run relationships to a 
total public policy for this increasingly 
numerous sector of the population. The 
result has been a series of gaps and 
inconsistencies from social and fiscal 
points of view, as well as from the 
point of view of the over-all welfare 
of the aged. The point is stressed that, 
under present policies the federal treas- 
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ury (through grants to the states for 
public assistance) helps the most in- 
digent old people, and (through tax pro- 
visions such as “double exemption” and 
“retirement income credit”) the more 
well-to-do, whereas marked inadequacies 
in existing public old age assistance and 
insurance programs can be found with 
respect to modest income recipients. One 
of the most important areas affecting 
the income, welfare, and taxes of the 
aged concerns medical care. Although the 
importance of medical care costs to this 
group has been recognized by various 
provisions in existing federal tax laws, 
these are not dealing adequately with 
the actual health needs of the aged, and, 
as a result, an increasing amount of sub- 
sidies from general revenues for their 
medical care is to be expected. Nor does 
voluntary health insurance adequately 
cover the medical needs of a great num- 
ber of aged persons. Hence, some new 
arrangements must be developed, in 
accordance with this nation’s expanding 
economy, to meet the health needs of 
this growing population sector. Since 
social insurance methods have proved 
their effectiveness and acceptability, they 
should be strengthened to provide more 
adequate aid to the aged and to assist 
in dealing with the financial problems 
involved in medical care. A comprehen- 
sive program to improve the status of 
the aged, as proposed here by the 
author, includes among its major fea- 
tures the addition of hospital and re- 
lated health insurance benefits to Old 
Age, Survivors and Disability Insurance 
(OASDI) beneficiaries, and the purchase 
of such protection for other aged per- 
sons who are not beneficiaries. 
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New Books 


KENNETH E. PENROD 
Book Review Editor 


Abstracts 


The Physician in Industry. By WILLIAM P. 
SHEPARD. New York: McGraw-Hill Book 
Company, Inc., 1961. 278 pp. $9.50. 


The primary purpose of this book is to 
help the practicing physician interested in 
industrial medicine to orient himself in a 
new environment. This work is intended 
to place at the disposal of those interested 
in this field a brief, readable, simple sum- 
mary of what is expected of physicians by 
industry in this country today. It is not 
meant to be a complete textbook on indus- 
trial medicine. The book is designed to 
give physicians a working guide to the 
attainment of the necessary qualifications 
and an understanding of the unique medi- 
cal opportunities in industry. 


Contemporary Psychotherapies. Edited by 


Morris I. STEIN with 10 contributors. 
New York: The Free Press of Glencoe, 
Inc., 1961. 379 pp. $7.50. 

This book contains a series of lectures 
on psychotherapy that was sponsored by 
the Department of Psychology at the Uni- 
versity of Chicago during 1958 and 1959. 
Ten therapists were invited to present their 
approaches to psychotherapy and to dis- 
cuss their current thinking about significant 
issues in the therapeutic process. Included 
were papers presented on group therapy 
and family therapy. The papers were pre- 
sented informally but have been prepared 
for publication by editing transcriptions of 
the papers and the discussions. 


Massage Techniques—A Case Method Ap- 
proach. By FRANCES M. TAPPAN. New 
York: The Macmillan Company, 1961. 
197 pp. $5.50. 
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This text describes the methods of mas- 
sage currently being used in the United 
States. Its purpose is to set forth clearly 
described and illustrated techniques, which 
students and schools of physical therapy, 
physical education, nursing, or osteopathy 
can use. 


A Physician’s Introduction to Electronics. A 
Laboratory Manual. By A. C. Morris, Jr. 
New York: Pergamon Press, 1961. 43 pp. 
$2.50. 

This small workbook has been written for 
physicians who have not made a hobby of 
electronics, who presumably do not know 
anything about electronics, who are not 
particularly interested in increasing their 
knowledge of electronics, but are confronted 
with electronic equipment they must use. 
Its primary purpose is to teach nonelec- 
tronically-minded physicians that the proper 
procedure in the case of malfunction is to 
call an electronics expert. 


The Romance of Heating and Other Essays. 
By Rustom JAL VAKIL. New York: Asia 
Publishing House, 1961. 180 pp. $6.95. 


This is a compilation of various lectures 
and addresses given by the author over 
the past few years. A wide variety of medi- 
cal and allied subjects are covered mostly 
from a historical perspective. 


Samson Wright’s Applied Physiology. Re- 
vised by Cyrit A. KEELE and ERIc NEIL. 
10th ed. New York: Oxford University 
Press, 1961. 543 pp. $13.50. 

Although Professor Wright had begun 
preliminary work on the 10th edition of 
this book before his death in 1956, most 
of the revision has been done by the above 
authors. The revision is extensive. A new 


| 
ae 
. 


New Books 


section on Special Senses, the Ear and the 
Eye has been added. Secondly, they have 
entirely rewritten the sections on the Kid- 
ney and Body Water, Heart and Circula- 
tion, Respiration, Muscle, and the Nervous 
System, and have extensively revised the 
sections on Blood, Endocrine Glands, Metab- 
olism and Nutrition. The authors admit 
to inadequate dealing of certain topics, 
particularly Digestion, in this edition. The 
book has a totally new format, with large 
(8% X 11 inches) double-column pages. 
There has been a reduction in the total 
number of figures, and footnotes have been 
eliminated. Selected references to the 
literature are given at the end of each 
section. The index, too, has been shortened. 


Preventive Medicine in World War II. Med- 
ical Department, United States Army, 
Volume V. Communicable Diseases Trans- 
mitted Through Contact or By Unknown 
Means. Office of the Surgeon General, 
Department of the Army, Washington, 
D.C., 1960. Available through Super- 
intendent of Documents, U.S. Government 
Printing Office, Washington 25, D.C. 
493 pp. $5.75. 


This volume is the second volume deal- 
ing with communicable diseases, the fourth 
volume to be published in the preventive 
medicine series, and the sixteenth volume 
to be published in the total series dealing 
with the history of the United States Army 
Medical Department in World War II. The 
third volume on communicable diseases, 
now in preparation, deals with arthropod- 
borne diseases. The present volume had 
27 contributors for the seventeen chapters. 
This is a record of past wartime experi- 
ence, but it has in it the basis of the 
prevention and control of these special 
diseases. 


Physiology of the Digestive Tract. An In- 
troductory Text. By Horace W. DAVEN- 
PORT. Chicago: Year Book Medical Pub- 
lishers, Inc., 1961. 212 pp. $8.50. 

The purpose of this book is to make the 
basic facts of gastroenterological physiology 
readily available to medical or graduate 
students who are beginning their study of 
the digestive tract. The book’s center of 
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reference is the function of the normal 
human digestive tract. For the most part 
little space has been devoted to compara- 
tive physiology. The plan of this book is 
to conduct the reader on three journeys 
through the alimentary canal, the first two 
showing him the mechanism available for 
propulsion and secretion. Finally, the trip 
is made accompanying aliments in the proc- 
ess of being digested and absorbed, observ- 
ing to the best of ability how and to what 
extent the mechanisms of motility, secre- 
tion, and their control are actually used. 


Surgery. Principles and Practice. By 
HENRY N. HARKINS, CARL A. MOYER, 
JONATHAN E. RHOADS, and J. GARROTT 
ALLEN. 2d ed. Philadelphia: J. B. Lip- 
pincott Company, 1961. 1,532 pp., 652 
illustrations. $17.00. 

The objectives of this book, clearly set 
forth in the first chapter entitled “Surgical 
Philosophy,” have been retained in this 
edition. The policy of making the book 
basic yet practical has been retained. Again, 
the four editors have undertaken to write 
about half of the book and have assisted 
one another in revising their individual 
chapters. For the remaining chapters they 
have depended upon most of those individ- 
uals who worked on the first edition. In 
all there are 34 contributors. New in the 
2d edition is a chapter, “History of Sur- 
gery.” There is also a new biographic 
index. All of the original chapters have 
been brought up to date, and most of them 
have been drastically revised. 


The Nature of Sleep. Ciba Foundation 
Symposium. Edited by G. E. W. WoL- 
STENHOLME and MAEVE ©’CONNOR. Bos- 
ton: Little, Brown & Company, 1961. 400 
pp. $10.00. 

This symposium was held June 27-29, 
1960, and was attended by 33 participants. 
Under the chairmanship of Sir John Eccles, 
a considerable wealth of pertinent research 
was presented and discussed. Much of the 
research rides on the waves of the electro- 
encephalogram and is greatly concerned 
with diurnal, nocturnal, and seasonal tides 
of sleep and wakefulness in all the complex 
circumstances of human experience and 
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especially under the exacting demands of 
modern travel, national security, and com- 
munity life. This volume contains the for- 
mal papers given and the discussions they 
aroused. 


Poliomyelitis. Papers and Discussions Pre- 
sented at the Fifth International Polio- 
myelitis Conference, Copenhagen, Den- 
mark, July 26-28, 1960. Philadelphia: 
J. B. Lippincott Company, 1961. 426 pp. 
$7.50. 

The proceedings of the Fifth Conference 
include discussions on many different phases 
of poliomyelitis, but principally the new 
evidence on vaccinations against this dis- 
ease. This volume is divided into two parts 
as follows: Part I, Virology, and Part II, 
Polio Virus Vaccines. The formal papers 
presented, together with the discussions 
they provoked, are contained in this volume. 


The Mentally Disabled and the Law. The 
Report of the American Bar Foundation 
on the Rights of the Mentally Ill. Edited 


by FRANK T. LINDMAN and DONALD M. 
McINTYRE, JR. Chicago: The University 


of Chicago Press, 1961. 431 pp. $7.50. 

This report is one which the American 
Bar Association and the legal profession 
of this country have urgently sought for 
upward of 15 years. The coverage is very 
broad and has involved detailed research 
into the laws of all the states. Its eleven 
chapters cover the following topics: his- 
torical trends, involuntary and voluntary 
hospitalization, release from mental insti- 
tutions, the rights of hospitalized patients, 
domestic relations, eugenic sterilization, in- 
competency, personal and property rights, 
sexual psychopathy laws, and criminal “in- 
sanity” or irresponsibility. Also featured 
are tables comparing the relevant statutes 
of the states. These tables, which furnish 
source material for many of the discussions 
in the text, are themselves extremely use- 
ful. This first American treatise on the 
law of mental disability contributes signifi- 
cantly to a better understanding of the law 
and how it can be improved. Moreover, 
researchers concerned with this timely and 


VoL. 36, DECEMBER, 1961 


important subject, whether making a li- 
brary study on a local level or engaged in a 
field study, will find this book an invaluable 
aid. It is written for the non-lawyer as 
well as the lawyer. 


System of Ophthalmology. Volume II. The 
Anatomy of the Visual System. By Sir 
STEWART DUKE-ELDER and KENNETH C. 
Wyrsar. St. Louis: The C. V. Mosby 
Company, 1961. 874 pp. with 842 illus- 
trations. $30.00. 

This book is Volume II of the proposed 
fifteen-volume set of “System of Ophthal- 
mology.” The book forms a new edition 
of the section of anatomy in Dr. Duke- 
Elder’s “Textbook of Ophthalmology,” but 
is considerably expanded. The text has 
been amplified in terms of both historical 
development of the subject and the func- 
tional aspects of structure. 


Frontiers in General Hospital Psychiatry. 
Edited by Louis LINN, with 44 contrib- 
utors. New York: International Uni- 
versities Press, Inc., 1961. 474 pp. $10.00. 
It is the main purpose of this volume to 

provide a record of some of the outstand- 

ing developments in the area of psycho- 
pharmacologic effects on the treatment and 
care of psychiatric patients. Contributions 
from many lands and from many distin- 
guished colleagues have been gathered. The 
book is divided into four parts: “The 

Organization and Administration of Psy- 

chiatric Services in General Hospitals”; 

“New Patterns of Patient Care”; “The 

Impact of Psychiatry on Medical Care in 

General Hospitals”; and, finally, “Some 

Developments on the World Scene.” These 

divisions are arbitrary, they overlap, pos- 

sible other arrangements can be visualized, 
and no special advantage is claimed for 
this plan. This volume had its origin in 
the program of the Psychiatric Forum 

Group of New York City, an affiliate of 

the World Federation for Mental Health. 

It is dedicated to the World Mental Health 

Year, 1959-1960, and the proceeds from its 

sale will be donated to further the work 

of the World Federation for Mental Health. 
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ANTISPASMODIC 


formulation PRO-BANTHINE® (7.5 MG.) AND PHENOBARBITAL (15 MG.) 


PROBITAL combines two standard agents to assure easier management of patients with 
smooth-muscle spasm. . 


Acting together, Pro-Banthine and phenobarbital block excessive autonomic stimulation 
and screen disturbing external stimuli that often instigate and aggravate smooth-muscle spasm. 
PROBITAL provides rational, convenient therapy in 
the less severe manifestations of spasm of small and large 
intestines, the pylorus, and the sphincter of Oddi, as well 
as in gastritis, biliary dyskinesia and diverticulitis. 6. D. SEARLE «& co. 


CHICAGO BO, ILLINOIS 


PROBITAL is supplied as compression-coated tablets. Research in the Service of Medicine 


fi 
3 
> 
= 
TM. 
} 
| 
i 
4 


“The number one priority for medical 
schools in the United States is Federal 
matching funds 
for the moderni- 
zation and ex- 
pansion of exist- 
ing medical 
schools and the 
construction of 
new schools,” the 
President of the 
Association of 
American Medi- 
cal Colleges as- 
serted at the 
opening session 
of the AAMC 
72nd annual meeting. 


Dr. Aagaard 


Citing the tremendous effect that the 
Health Research Facilities Act has had 
on expanding and improving facilities for 
research and research training through 
matching grants, Dr. George N. Aagaard, 
Dean of the University of Washington 
(Seattle) School of Medicine, contends 
that matching funds for educational fa- 
cilities could be administered with equal 
effectiveness and that “such funds would 
have the same dramatic effect in hasten- 
ing the day when our medical schools 
will be able to educate the number and 
quality of physicians so vital to our na- 
tional welfare.” 


Stressing the research angle, Dr. 
Aagaard warned that, “One of the prin- 
cipal dangers facing medical education 
is the over-emphasis of research as a 
means of getting recognition as a facul- 
ty member. ... Young faculty members 
have been led to believe that research 
accomplishment is the royal road to aca- 
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HIGHLIGHTS OF THE AAMC 
72nd ANNUAL MEETING 


demic success.” To meet this problem, 
the AAMC President suggested that med- 
ical school deans and department heads, 
“|. find ways in which to recognize and 
appropriately reward good teaching. We 
must make it clear to our faculty mem- 
bers that the gifted and conscientious 
teacher is sought out, promoted, and es- 
teemed within our academic organiza- 
tions.” 


Turning to another area of the Asso- 
ciation’s activities, Dr. Aagaard hailed 
the recent appointment of Dr. Henry van 
Zile Hyde as head of the organization’s 
Division of International Medical Educa- 
tion. “It is impossible,” Dr. Aagaard 
said, “to over-emphasize the importance 
of health activities and medical educa- 
tion in particular as the United States 
strives to help other less fortunate coun- 
tries improve their own health conditions 
through educational programs to provide 
the necessary professional people.” 


He therefore urged all medical school 
faculties to take active responsibility 
for the overseas participation of their 
own scientists and to welcome into their 
laboratories faculty members from for- 
eign medical schools. 


Some 900 medical educators and 
guests from ihe United States and 
Canada as well as several foreign 
countries—including 28 educators 
and administrators from Central 
and South American medical schools 
and 24 educators from Asia, at- 
tended the Association’s 72nd An- 
nual Meeting Nov. 13-15, at the 
Queen Elizabeth Hotel in Montreal, 
Canada. 
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In welcoming the delegates to the As- 
sociation’s Annual Meeting, Dr. G. H. 
Ettinger, past 
president of the 
Association of 
Canadian Medi- 
cal Colleges, re- 
vealed that the 
Canadian Gov- 
ernment has set 
up a Royal Com- 
mission on 
Health Services 
with wide pow- 
ers to examine 
the health facili- 
ties available to the people of Canada. 
One of the projects under the Commis- 
sion will be a study of medica] education 
in Canada. A panel of experts, headed by 
Dr. J. A. MacFarlane, former dean at the 
University of Toronto, has been estab- 
lished and a major assignment for the 
panel will be to visit various U. S. medi- 
cal schools, consulting with medical edu- 
cators in the U. S. 


Dr. Ettinger 


Medical Teaching Methods Hit 


Conferees attending the opening ses- 
sion heard Dr. George E. Miller, Director 
of Research in Medical Education and 
professor of medicine, the University of 
Illinois College of Medicine, criticize the 
new time-saving curricula and examina- 
tion in medical education. He contends 
medical educators should consider tailor- 
ing the education of a physician to the 
ability of the individual student to learn. 

Aiming his remarks at the growing 
popularity of medical schools to permit 
students to enter after only three years 
of college work, Dr. Miller pointed to 
the variations in the length of formal 
pre-medical education required by differ- 
ent schools as posing serious questions 
“demanding serious inquiry.” 

“Why do we persist in using the pas- 
sage of time as a criterion for learn- 


xix 
ing?” asked Dr. Miller. And continued, 
“the period of formal education should 
be determined by the time it takes a 
student to learn the necessary things, 
not by the time the faculty members 
take to teach him.” 

Miller cited the pressures to reduce 
the required number of undergraduate 
college years as posing uncertainties. 
“Unless some clear answer is found we 
will no more know whether the cut has 
been a gain or a loss than we know 
whether four years is more suitable, 
more appropriate, or more productive 
than three.” 

He called for the introduction of “flex- 
ibility” in medical education, both in the 
undergraduate and graduate years. “.. . 
as a profession we are widely caught in 
the tangled web that long ago was spun 
by those who created the framework 
upon which the educational system in 
North America has been built; it is a 
framework of time measured in years, 
hours, courses or credits.” Dr. Miller 
added, “A profession rooted in the method 
of science must ultimately find these con- 
straints intolerable.” 

He urged medical educators to perfect 
their techniques for measuring the ef- 
fectiveness of drastic changes in medical 
education before “further shaking up the 
course of study or establishing new time 
limits for exposure to instruction.” 

The examination system also cam? 
under his attack when he said, “The vast 
number of certifying examinations today 
not only are of questionable reliability 
but lack any provision to test achieve- 
ment apart from the acquisition of 
knowledge and understanding.” Dr. Mil- 
ler said that in one of his recent studies 
he had asked second, third and fourth 
year students to take the same examina- 
tions they took as medical freshmen. 
“None would have passed again in gross 
anatomy or biochemistry” he said. 
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Flexibility in the Time for 
Preparation of the Physician 


Later in the morning, Drs. John A. D. 
Cooper of Northwestern, Robert H. AIl- 
way of Stanford, and Samuel P. Asper 
Jr. of Johns Hopkins, spelled out the 
operations of the new stepped-up pro- 
grams in their respective schools. 


Drs. Rosinski, Cooper and Asper 


Northwestern this fall, inaugurated a 
program for 25 students entering from 
high school. The program is designed 
for especially gifted students. 

Stanford’s plan was devised, not as 
an experiment, but as an addition to the 
diversity of medical education, said Dr. 
Alway. Students here are introduced to 
clinical medicine in the first three years. 
The fourth and fifth years stress inter- 
dependence of medical fields. 

At Johns Hopkins, students are ac- 
cepted after two years of college. Dr. 
Asper said that their plan provides a 
better transition to medical school and 
strengthens academic research in the 
basic sciences. And added, “unnecessary 
duplication in course work has_ been 
avoided; there has been an improvement 
in course content.” 

All three educators gave a comprehen- 
sive account of the validity of the new 
programs. 


Fundamentals of 
Nuclear Medicine a Must 
Fundamentals of nuclear medicine 
should be included in the regular medical 
school curriculum if tomorrow’s physi- 
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cians are to keep pace with the thermo- 
nuclear age, according to Dr. William H. 
Elliott, professor of biochemistry, St. 
Louis University School of Medicine. 

As the Monday afternoon session got 
under way, Dr. Elliott described how his 
school met this challenge four years ago 
by integrating a radiobiology program 
into its curriculum which constitutes 
about 44 hours of lectures and 100 hours 
of laboratory study. 

In noting that each department inte- 
grates the subject material in radiobiolo- 
gy into its regular course work, Dr. El- 
liott said, “the emphasis on teaching is 
still to prepare a competent physician, 
not a radiobiologist.” 


Medical Failure Rate Must Decrease 

Dr. Daniel H. Funkenstein, assistant 
professor of psychiatry, Harvard Medi- 
cal School, and Director of Research, 
Harvard University Health Services, 
maintains that the equivalent of 10 new 
medical schools could be gained in the 
United States—approximately 958 stu- 
dents—if the failure rates of medical 
students could be cut back to where they 
were six years ago. 

“Building new medical schools, secur- 
ing scholarships and loan funds for stu- 
dents, recruitment programs, and the 
like,” said Dr. Funkenstein, “are ex- 
tremely important in increasing the 
number of graduating students, but the 
greatest immediate chance of increasing 
the number of graduating physicians lies 
in decreasing the failure rate in medical 
schools, and the attrition rate of stu- 
dents who enter college committed to a 
medical career.” 

Inadequate preparation of students for 
the demands of medical schools was the 
first reason he cited. Second was psycho- 
social problems which interfere with aca- 
demic performance. 

High school and pre-medical course 
preparation is of inadequate standard 
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and is too specialized in science without 
a broad enough base of mathematics and 
the humanities, Dr. Funkenstein as- 
serted. In contrast, medical college 
courses are not specialized enough and 
try to cram an increasing amount of 
medical knowledge into the same time, 
although the specialization of medical 
practice makes much of it irrelevant to 
the student’s later requirements. 

In Dr. Funkenstein’s estimate, the 
most important single step to increase 
basic curriculum skills would be to revise 
the present Medical College Admissions 
Test, “to test basic academic skills in all 
areas of preparation.” 


International Medical Education 


American medical educators were 


urged to mobilize their resources to make 
them fully available to their colleagues 


in the under-de- 
veloped nations 
of the world who 
are “leading the 
battle against 
misery and dis- 
ease.” 

The world role 
of American 
medical educa- 
tion was out- 
lined by Dr. 
Henry van Zile 
Hyde, director 
of the AAMC’s new Division of Inter- 
national Medical Education, as the meet- 
ing went into its second and final day 
of sessions. 


Dr. Hyde 


By virtue of its position as the “prime 
force in world medicine, having the 
greatest concentration of intellectual 
strength, manpower and wealth, Ameri- 
can medicine has a grave responsibility 
in the problems of international health,” 
Dr. Hyde declared. 

He pointed out that in the Middle 
East, there is a ratio of one physician 
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for every 5,000 persons; in Asia, the 
ratio is one to 10,000, and in the newly 
emerging nations of Africa, the over-all 
ratio is one physician for every 20,000 
persons. In contrast, the ratio in the 
United States is one to 750 persons. 

That American medicine already has 
recognized some of its responsibilities 
in the international area is attested to 
by several activities cited by Dr. Hyde: 
Many medical schools have developed ac- 
tive affiliations with counterparts abroad, 
to advance teaching and research; ap- 
proximately 370 foreign medical stu- 
dents and 12,000 foreign graduates are 
being trained in our medical schools, hos- 
pitals, and research institutes; large 
numbers of faculty members serve each 
year as consultants and participants in 
conferences, expert committees, interna- 
tional congresses and seminars; the 
foreign fellowships program adminis- 
tered by the AAMC which enables ap- 
proximately 30 third-year medical stu- 
dents each year to spend the summer 
working in less highly developed coun- 
tries in order to gain a deeper under- 
standing of the grim realities facing 
medicine. 

Dr. Hyde pointed out that the growing 
activity and sense of world responsibili- 
ty of the AAMC and its members re- 
sulted in the recent establishment of the 
Association’s Division of International 
Medical Education which, he said, has 
the ultimate goal of supporting the op- 
eration of vigorous programs of respon- 
sible agencies aimed at advancing medi- 
cal education abroad. 


Private Hospitals Undesirable 


“What motivates the physician to want 
to build a hospital?” This searching ques- 
tion was put to medical educators at- 
tending the final sessions of the 72nd 
Annual Meeting by Dr. Karl S. Klicka, 
executive director, Hospital Planning 
Council for Metropolitan Chicago. 
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In a frank discussion of the problems 
involved in community hospital planning, 
and the role of teaching hospitals and 
medical schools, Klicka warned of the 
need for broad public discussion and 
deep community concern over the phe- 
nomenal increase in proprietary hospi- 
tals during the last few years. He listed 
the following factors associated with re- 
cent proposals for proprietary hospitals: 
Over-riding emphasis on commercial in- 
terests rather than community welfare; 
sizes almost universally too small for 
efficient operation or good quality medi- 
cal care; lack of community representa- 
tion on the boards of directors of these 
hospitals; lack of community informa- 
tion on the financial operations of these 
hospitals; disregard of a community 
need as a criterion for construction; 
medical leadership by physicians of ques- 
tionable motives and backgrounds; and 
finally, sponsorship by persons with crim- 
inal records and crime syndicate associa- 
tions. 

Dr. Klicka noted that in Chicago, “we 
have been confronted with 18 different 
proposals for the construction of pro- 
prietary hospitals in the past two years. 
In each instance, a physician or group 
of physicians sponsored these programs 
either directly or indirectly by using 
construction companies and investors as 
‘fronts.’ Fortunately, all but one of these 
programs have been discouraged.” 

“The community hospital belongs to 
the community,” he stressed. “It is not 
a place solely for the purpose of the phy- 
sician to carry on a private business 
within its walls.” 

He contended that successful commun- 
ity hospital planning depends on physi- 
cians who are properly prepared to play 
their total roles as community citizens 
who are interested in the development of 
optimum health facilities, and who will 
help to build them with the community’s 
interest uppermost in their minds. 
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He asked his audience to judge for 
themselves whether they are producing 
“well balanced community citizens or are 
you content merely with the production 
of expert clinicians,” 


Two Awards and a 
Lecture Highlight Annual Banquet 


A lecture and two awards held the 
spotlight at the Association’s annual ban- 
quet Monday evening in the ballroom of 
the Queen Elizabeth Hotel. 

Honors were paid to two outstanding 
American medical scientists and educa- 
tors—Dr. H. W. Magoun of the Univer- 
sity of California School of Medicine, 
Los Angeles, and Dr. Willard C. Rapple- 
eye, president of the Josiah Macy Jr., 
Foundation, New York. 

Dr. Magoun, who is professor of 
anatomy, received the coveted Borden 

Award in the 
Medical Sciences 
for 1961 in rec- 
ognition of his 
outstanding 
work basic 
research in the 
field of neuro- 
physiology.” The 
award of $1,000 
and a gold med- 
al, was presented 
by Dr. S. Marsh 
Dr. Magoun Tenney, Dean of 
the Dartmouth Medical School. 

Dr. Rappleye, former Dean and Vice 
President of the Columbia College of 
Physicians and Surgeons, received the 
fourth Abraham Flexner Award for dis- 
tinguished service to medical education. 
Presentation of the award was made by 
Dr. Joseph C. Hinsey, Director of the 
New York Hospital-Cornell Medical 
Center. 

“Over a period of just less than 30 
years, Doctor Magoun has enriched our 
understanding of physiology through a 
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series of brilliant researches on the func- 
tion of the brain—some so basic that 
they have constituted the stimulus for 
new concepts, even new fields,” declared 
Dr. Tenney. Dr. Magoun’s earliest studies 
clarified the role of the brain in the con- 
trol of visceral function; and later in- 
vestigations provided a rational basis for 
understanding of reflex and voluntary 
motion. 

In addition to his research work, Dr. 
Magoun has created the Brain Research 
Institute at the University of California, 
devoted to studies of structure, function, 
and disorder of the nervous system. 
Working in this program are nearly 100 
scientists and its fame draws students 
from all over the world. 

Dr. Hinsey, in presenting the Flexner 
Award to Dr. Rappleye, reviewed the 


Dr. Rappleye and Dr. Hinsey 


countless contributions which Dr. Rappl- 
_eye has made to medical education, and 
cited the responsibilities which he has 
carried in addition to the many years of 
unselfish devotion to the furtherance of 
medicine. 

Dr. Rappleye has served as President 
of the Macy Foundation since 1941 and 
of the Matheson Foundation since 1954. 
He retired in 1958 from Columbia Uni- 
versity after serving for 27 years as 
professor of medical economics and Dean 
of the College of Physicians and Sur- 
geons. For a number of years he was 
a member of the Executive Council of 
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the Association of American Medical 
Colleges and served as its President dur- 
ing 1938-39. He also has played an im- 
portant role in several national medical 
organizations, among them the Advisory 
Board of Medical Specialties (President 
1937-44) and the Advisory Council on 
Medical Education. Dr. Rappleye has 
made important contributions to the so- 
lution of problems of medical care in 
New York City and the State of New 
York. For two years (1940-42) he served 
as Commissioner of Hospitals in New 
York City. “There has been no letdown 
in his activity and those of us who have 
the good fortune to see him from time 
to time and know what he is doing can 
appreciate that he still goes full steam 
ahead,” exclaimed Dr. Hinsey. 

The AAMC chose a noted neurosur- 
geon and close friend of the late Alan 
Gregg to deliver the fourth Alan Gregg 
Lecture. 

Dr. Wilder G. Penfield, Guggenheim 
Fellow and Honorary Consultant, the 

Montreal Neuro- 
logical Institute, 
captured his 
audience by 
bringing to life 
the vast accom- 
plishments of a 
man who “moved 
freely through 
the medical cen- 
ters of the world 
in a period of 
momentous 
change, the life 
of which will not be known again.” This 
was Alan Gregg, educator, physician, and 
professional philanthropist. 

Dr. Penfield, an authority on epilepsy, 
concluded in 1960, 26 years as the first 
Director of the Montreal Neurological 
Institute at McGill University. He was 
neurosurgeon to the Royal Victoria and 
Montreal General Hospital from 1928- 


Dr. Penfield 
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1960, and by 1951, was using surgery 
successfully to control epilepsy caused 
by brain damage. The development of 
the Montreal Neurological Institute, 


under his leadership, is extolled by Alan 
Gregg in “For Future Doctors” in the 
lecture on Institutes. 


Past-Presidents attending Annual Meeting: 


1 to r. Drs. Hinsey, Darley, Moore, Rappleye, 
Hunter, Coggeshall, Lippard, Dorst, Oppenheimer, 
Mitchell and Youmans 


Business Meeting 

The AAMC concluded its sessions with 
a business meeting on Wednesday, Nov. 
15, which was limited to institutional 
membership. The meeting covered in- 
stallation of officers, passage of resolu- 
tions, and reports of committees. 

Dr. Donald G. Anderson, Dean of the 
University of Rochester School of Medi- 


Dr. Anderson and Dr. Aagaard 


cine and Dentistry was installed as pres- 
ident for the coming year; named Presi- 
dent-Elect, Dr. John EF. Deitrick, Dean 
of Cornell University Medical College; 
Vice-President, Dr. John F. Sheehan, 
Dean of Loyola University’s Stritch 
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School of Medicine; Dr. Richard H. 
Young continues as Secretary as does 
Dr. Murray Kinsman as Treasurer. New 
to the Executive Council are Dr. Thomas 
B. Turner, Dean of the Johns Hopkins 
University School of Medicine, and Dr. 
Vernon E. Wilson, Dean of the Univer- 
sity of Missouri School of Medicine. 


A full report of the proceedings will 
appear in a future issue of The Journal 
of Medical Education. 


Pre-Conference Meetings 


Prior to the formal sessions of the 
72nd Annual AAMC meeting, which 
began Monday, Nov. 13, medical school 
personnel concerned with recruitment, 
selection, and counselling of medical stu- 
dents (The Continuing Group on Student 
Affairs) convened Nov. 10-11. Deans and 
administrators connected with teaching 
hospitals—the Medical School—Teaching 
Hospital Section of the AAMC—met 
Nov. 11-12, and Central and South Amer- 
ican medical educators and administra- 
tors held their sessions Nov. 11-12. 

This is the fourth year for the Medical 
School-Teaching Hospital Section and the 
second for the Latin American Deans. 
Reports of these meetings will be pub- 
lished in full at a later date. 

While a number of important resolu- 
tions were passed at the meeting of the 
Central and South American deans and 
medical educators, one of particular in- 
terest was the proposal for the forma- 
tion of the Pan American Federation of 
Association of American Medical Schools. 
Formation of the Federation will be 
established in 1962. An organizing com- 
mittee will be established with Dr. H. 
Alessandri, Dean of the Faculty of Medi- 
cine, University of Chile, Santiago, as 
chairman. Two members of the planning 
committee will represent the AAMC and 
one, the Association of Canadian Medica! 
Colleges. The Latin American have re- 
quested that the AAMC and the ACMC 
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Highlights of the 72nd Meeting 


send a delegation to the III Conference 
on Medical Education which will be held 
in 1962 in Santiago, Chile. 

Some suggestions were advanced for 
the organization of a cooperative pro- 
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gram through the International Division 
of the AAMC and the Pan American 
Health Organization in order to aid fu- 
ture development of medical education in 
the southern hemisphere. 
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Colorado 


Groundbreaking ceremonies marking 
the start of a five-year $22 million 
building program for the University of 
Colorado Medica] Center were held Nov. 
2, with the Hon. ABRAHAM A. RIBICOFF, 
Secretary of the Department of Health, 
Education, and Welfare, as key speaker. 
Others taking part in the ceremonies in- 
cluded Colorado’s Governor, STEPHEN L. 
R. McNICHOLS; Dr. ROBERT J. GLASER, 
vice-president for Medical Affairs and 
dean of the university’s School of Medi- 
cine; MATTHEW ROSENHAUS, vice-presi- 
dent and chairman of the Executive 
Committee of the Eleanor Roosevelt Can- 
cer Foundation; and Dr. WARD DARLEY, 
executive director of the AAMC. 


The new eight-story hospital will be 
connected with present Medical Center 
buildings by an overhead structure of 
five stories. The top floor of the wing 
will house the Eleanor Roosevelt Institute 
for Cancer Research. New hospital facil- 
ities will include accommodations for 
200,000 outpatient clinic visits per year. 


Creighton 


Dr. ALBERT B. LORINCZ is the new 
chairman of the department of obstetrics 
and gynecology. He succeeds Dr. MAURICE 
E. GRIER, who will continue as a profes- 
sor in that department. 

Dr. Lorincz comes to Omaha from the 
Chicago Lying-In Hospital of the Uni- 
versity of Chicago Clinics, where he was 
assistant professor of obstetrics and 
gynecology. 
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MEDICAL EDUCATION NEWS 
from the Medical Schools 


Duke 


Dr. ROBERT A. GREGG has joined the 
Duke Medical Center faculty as coordi- 
nator of rehabilitation. Gregg will be 
responsible for coordinating and imple- 
menting the teaching of rehabilitation 
to medical students and will act as con- 
sultant to the various departments of 
the Medical Center. The teaching pro- 
gram, which Dr. Gregg will head, is 
supported by the Office of Vocational 
Health, Education and Welfare. His 
academic rank at Duke is associate pro- 
fessor of physical medicine. 

Before joining the Duke faculty, Dr. 
Gregg served some two years as medical 
director of the Central Carolina Rehabili- 
tation Hospital in Greensboro. He fills a 
vacancy created by the resignation of 
Dr. WILLIAM D. DEGRAVELLEE in 1958. 


Hahnemann 


Health problems of old age will re- 
ceive new clinical and research attention 
as a result of the affiliation of the Jewish 
Home for the Aged with Hahnemann 


‘ Medical College and Hospital. In a recent 
‘announcement by ARTHUR WALDMAN, 


vice president and administrator of the 
Home and Dr. CHARLES S. CAMERON, 
president of Hahnemann, the affiliation 
was cited as a “mutually advantageous 
venture which would enhance patient 
care, medical education and research in 
the broad field of geriatrics.” The Home 
for the Jewish Aged contains a complex 
of institutions devoted to every phase of 
health, educational and research activi- 
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If You Teach Biochemistry, You Owe it to 
Yourself to Examine these New Editions of 
This Outstanding Biochemistry Text and 
Laboratory Manual 


Ready Soon! New 6th Edition Kleiner-Orten 
BIOCHEMISTRY 


This new and extensively revised 6th edition is a thoroughly clear and concise 
presentation of the vital fundamentals of biochemistry. Previously entitled 
HUMAN BIOCHEMISTRY, the latest edition has been retitled to reflect the 
book’s incorporation of meaningful new material on species other than man. 
Very significant material on various aspects of biochemistry has been added. 
You'll find the revisions made throughout make this book one of the most 
compact, highly readable presentations of the subject. 


The chapter on enzyme action has been rewritten and expanded, with a 
thorough explanation of the Michaelis-Mentin Equation concerning the speeds 
of enzymatic reactions. Among other revisions is a complete up-dating of 
the chapter on metabolism; new material includes a thorough discussion of 
fatty acids and their relation to atherosclerosis. New diagrams of the bio- 
synthetic pathways are included, and all structural formulae are illustrated 
in color. References have been screened against recent journal contributions 
to insure that they are as timely and applicable as possible. 

By ISRAEL S. KLEINER, Ph.D., Professor of Biochemistry, New York Medical College, Flower and Fifth Avenue 
Hospitals, New York, N. Y.; formerly Associate, The Rockefeller Institute for Medical Research, New York, WN. Y.; 
and JAMES M. ORTEN, Ph.D., Professor of Physiological Chemistry, Wayne State University College of Medicine, 


Detreit, Mich. Ready in Spring, 1962. 6th edition, approximately 832 pages, 62” x 9/7’, with 131 text iliustra- 
tions and 5 color plates. About $10.50. 


Ready Soon! New 6th Edition Kleiner-Dotti 
LABORATORY INSTRUCTIONS IN BIOCHEMISTRY 


This widely adopted manual is primarily designed for use with the Kleiner 
and Orten BIOCHEMISTRY described above, but it can easily be adapted 
for use with other biochemistry texts. 


While emphasis on human biochemistry is retained, this excellent edition 
also covers general biochemistry, clinical biochemistry, nutrition and toxi- 
cology. Recent advances this new edition includes: (1) Experiments in 
paper chromatography; (2) Experiments in paper electrophoresis; (3) Ex- 
periment designed so that the student can evaluate his own nutritional 
status. The Appendix includes discussions of the preparations of all reagents; 
normal values for the composition of human whole blood, plasma or serum, 
urine and feces; table of metric equivalents; thermometric conversions; use 
of centrifuge, international atomic weight and logarithms. 

By ISRAEL S. KLEINER, Ph.D., Professor of Biochemistry, New York Medical College, Flower and Fifth Avenue 
Hospitals, New York, N. Y.; and LOUIS B. DOTTI, Ph.D., Chemist, St. Luke’s Hospital, New York, WN. Y.; 
Lecturer and formerly Assistant Professor of Biochemistry and Physiology, New York Medical College, Flower and 


Fifth Avenue Hospitals, New York, N. Y. Ready in Spring, 1962. 6th edition, approximately 275 pages. 
About $3.95. 


The C. V. MOSBY Company 


3207 Washington Blivd., St. Louis 3, Mo. 
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ties concerned with the aging. It was 
recently accredited by the Joint Com- 
mission as a Hospital for the Chronically 
Ill. 


Illinois 


A $33 million expansion program for 
the University of Illinois professional 
colleges in the west side medical center 
is scheduled to get under way early next 
year when bids are taken on a $5.5 
million medical sciences addition. A re- 
cent announcement by Dr. JOSEPH S&S. 
BEGANDO, vice president in charge of the 
professional colleges, disclosed that plans 
for the medical sciences building have 
been completed. It will be constructed 
with $3.94 million of state funds, 
$250,000 from the federal Hill-Burton 
act, and $1.25 million from the National 
Institutes of Health. The entire project, 
estimated at $33 million when first under 
consideration two years ago, is scheduled 
for completion in 1969. Included in the 
future development will be a $2 million 
library; $10 million addition to the hos- 
pital; completion of the east dental-med- 
ical-pharmacy building; construction of 
a $1 million physical plant services build- 
ing; a $2 million addition to the Medical 
Research Laboratory; $7 million worth 
of remodeling; and construction of a 
$500,000 drug and horticulture experi- 
ment station. 


Meharry 

A department of psychiatric medicine 
has been established at Meharry Medical 
College and heading the new department 
is Dr. LLoyp C. ELAM. Psychiatric serv- 
ices at Meharry have previously been 
controlled through the department of in- 
ternal medicine and are now being 
transferred to the new department. In 
addition to teaching, the department will 
offer consultation services in Hubbard 
Hospital, Meharry’s teaching adjunct 
and a clinic will be open to serve those 
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patients not hospitalized. Dr. Elam said 
a new psychiatric ward will be opened 
at Meharry probably within the next two 
years. 

Dr. Elam received his M. D. degree 
from the University of Washington in 
Seattle. He come to Meharry from the 
University of Chicago where he was an 
instructor. 


Miami 


Dr. RALPH JONES, professor and chair- 
man of the department of medicine, was 
awarded the medal of the Pan American 
Medical Society at ceremonies in Wash- 
ington, D. C., Nov. 5, in recognition of 
his contribution to fellowship and under- 
standing among scientists in the western 
hemisphere. He was honored for the 
training programs in postgraduate medi- 
cine which he organized for refugee 
physicians from Cuba, over 400 of whom 
have been postgraduate students in the 
Miami medical school during the past 
year. 


Michigan 

Cornerstone laying ceremonies for a 
vast new medical laboratory devoted ex- 
clusively to hearing and deafness re- 
search, were held at the university Nov. 
2. The five-story Kresge Research In- 
stitute, expected to be completed within 
the 1962-63 academic year, has been 
made possible with $1.75 million donated 
by the Kresge Foundation. An extension 
of the present Kresge Medical Research 
Building, it will contain soundproof and 
electrically shielded rooms, an echo-free 
chamber and laboratories for special 
tests and examinations. 


New York University 


The establishment of the nation’s first 
rehabilitation research and training cen- 
ter in New York was announced recently. 
It will be part of the Institute of Physi- 
cal Medicine and Rehabilitation of the 
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Neu demonstrates the effectiveness of 
Terramycin Intravenous in appendicitis with peri- 
tonitis ... another reason for the trend to Terramycin. 


Ina 10-year study, Wenckert and Robertson (Malmo 
Hospital, Sweden) found that the mortality rate in 
appendicitis dropped dramatically from 1.17% to 
0.22% after Terramycin intravenous therapy was 
used routinely in those cases with associated peri- 
tonitis. 

Cases of appendicitis with peritonitis found during 
the course of 5,564 consecutive appendectomies were 
treated in the first 5 years with penicillin and/or 
streptomycin, and those in the latter 5 years with 
Terramycin administered intravenously and topi- 
cally. Other procedures involved in the 2 five-year 
series, except the different antibiotic therapies used, 
remained essentially the same. 

The authors report: 


f the a ‘(Terramycin]. 

These findings confirm the life-saving, broad-spec- 
trum dependability of Terramycin Intravenous, as 


reported through more than a decade of extensive 
clinical use in serious or fulminating infections. 


BRAND OF OXYTETRACYCLINE 


INTRAVENOUS containing 250 mg. and 


500 mg., buffered with 1.0 Gm., 2.0 Gm. ascorbic acid, respectively 


for most rapid and highest possible oxytetracycline blood 
levels / easily added to and compatible with most common- 
ly used intravenous solutions / only 2 doses in 24 hours are 
necessary / well tolerated 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


*Wenckert, A., and Rovertson, B.: Acta chir. scandinav. 120:79, 1960 


The dependability of Terramycin is based on its 
broad range of antimicrobial effectiveness, 

excellent toleration, and low order of toxicity. As 
with other broad-spectrum antibiotics, overgrowth 
of nonsusceptible organisms may develop. If 

this occurs, discontinue the medication and institute 
appropriate specific therapy as indicated by 
susceptibility testing. Glossitis and allergic reactions 
to Terramycin are rare. The usual precautions 
required in intravenous administration should be 
observed. See product brochure for full information. 
More detailed professional information available on request. 


TERRAMYCIN Capsules 
250 mg. and 125 mg. per capsule— 
for convenient initial or maintenance 
therapy in adults and older children 

TERRAMYCIN Syrup | Pediatric Drops 
125 mg. per tsp. and 5 mg. per drop 
(100 mg./cc.), respectively—deliciously 
fruit-flavored, preconstituted aqueous 
suspensions 

TERRAMYCIN Intramuscular Solution 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—preconsti- 
tuted, ready to use where intra- 
muscular therapy is indicated 
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Medical Education News 


New York University Medical Center. 
The center is being made possible by an 
initial grant of $390,000 from the Office 
of Vocational Rehabilitation of the De- 
partment of Health, Education, and Wel- 
fare. For the next four years, beginning 
July 1, 1962, the sum will be $500,000 
annually. Dr. Howarp A. Rusk, director 
of the Institute at NYU, said the new 
center would allow the institute to in- 
itiate research and liaison projects as 
well as to further those already in prog- 
ress. The new center will also make 
possible an increase in both basic and 
clinical research into brain damage in 
retarded children, 


Northwestern 


The Northwestern University Medical 
School is on a nation-wide search for 
highly qualified high school seniors to 
start a six-year medical training pro- 
gram next fall. This accelerated program, 
described by the university as “revolu- 
tionary,” selects students directly from 


high school for the accelerated course. 
Dr. JOHN A. D. COOPER, associate dean 
of the medical school, said that the new 
curriculum was designed to attract 
“the intelligent, inquisitive, independent 
minds of today’s best students.” For the 
first time, students interested in medi- 
cine could get a continuous and coordi- 
nated program. It began last month with 
a charter group of 21 men and four 
women. 


Dr. ROBERT B. LAWSON, recently named 
chief of staff at Children’s Memorial 
Hospital, Chicago, was named professor 
and chairman of the department of pedi- 
atrics at Northwestern’s medical school. 
He succeeds Dr. JOHN A. BIGLER, who 
will remain as consultant at the hospital 
and as professor emeritus in the medi- 
cal school. 

Dr. Lawson is professor and chairman 
of the pediatrics department at the Uni- 
versity of Miami School of Medicine, 
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where he has been acting dean since 
July 1. He will take over his new duties 
at Northwestern in February. 

Dr. EARL E. BARTH, professor and 
chairman of the department of radiology, 
recently was named president-elect of 
the American Roentgen Ray Society, the 
oldest scientific radiological society in 
the United States. He has just completed 
a year as president of the American Col- 
lege of Radiology. 


Ohio State 

BERNARD J. LACHNER, associate admin- 
istrator of the Ohio State University 
Hospitals, has been appointed assistant 
dean for administration in the College 
of Medicine. The post is a new one in the 
college. 

Lachner has been associated with the 
Ohio State University Health Center 
since 1954, when he became assistant 
director of the Ohio Tuberculosis Hos- 
pital. He has been associate administra- 
tor of University Hospitals since 1958. 
He will retain this position along with 
the new assistant deanship. 


Oregon 

Dr. RICHARD WILLIAMS OLMSTED, as- 
sistant professor of pediatrics at Temple 
University School of Medicine, will be- 
come professor and chairman of the 
department of pediatrics at the Uni- 
versity of Oregon Medical School Jan. 
1. He will succeed Dr. ALLEN J. 
HILL, who headed the department since 
1951 and who resigned recently for 
health reasons. 


Pittsburgh 

Dr. HILDA H. KROEGER, administrator 
at Elizabeth Steele Magee Hospital of 
Pittsburgh for the last ten years, has 
been appointed to the full-time faculty 
of the Graduate School of Public Health 
of the University of Pittsburgh. She will 
resign her position at Magee Hospital 
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clinical experience continues to corroborate 
the range and efficacy of 


CYTOXAN 


Cyclophosphamide, Mead Johnson 


CYTOTOXIC AGENT for palliative chemotherapy 


of certain types of malignant neoplasms 


Cytoxan demonstrated therapeutic advantage over certain other 
agents in a recent 12-month study* of 130 patients, most of whom 
were refractory to previous treatment: 


DISEASE NUMBER OF RESULTS NADEQUATE 
PATIENTS coop FAIR TRANSIENT FAILURE TRIAL 

Lymphoma 74 34 3 5 23 9 
Hodgkin's Disease 29 10 3 4 9 3 
Lymphosarcoma 21 15 0 0 3 3 
Multiple Myeloma 16 9 0 0 4 3 
~~ Reticulum Cell Disease 8 0 0 7 0 
Leukemia 23 10 0 0 8 5 
Chronic Lymphatic Leukemia 8 4 0 0 3 1 
Acute Monoblastic Leukemia il 5 0 0 3 3 
Acute Myeloblastic Leukemia 4 l 0 0 2 1 
Total 130 46 4 7 57 16 


Adapted from Wall, R. L., and Conrad, F. G.* 


Note that the neoplastic disorders most responsive to Cytoxan were lymphosarcoma, mul- 
tiple myeloma, Hodgkin's disease, and chronic lymphatic leukemia. Occasionally, good 
results were observed in acute monocytic leukemia and carcinoma of the breast. 

Other advantages noted in this study* 


+ multiple routes of administration, permitting prolonged maintenance therapy « lack 
of latency period for bone marrow depression « failure to produce significant thrombo- 
cytopenia « potential therapeutic effect in diseases usually unresponsive to other mustard 
compounds (e.g., myeloma). 


*Wall, R. L., and Conrad, F. G.: Arch. Int. Med, 108:456-482, 1961, 
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INDICATIONS: Cytoxan is valuable for palliative therapy 
of certain malignant neoplasms, particularly some of those 
arising in the reticuloendothelial and hematopoietic sys- 
tems and certain solid tumors. 

Types of cancer which have proved relatively more sus- 
ceptible or more resistant to Cytoxan therapy may be 
grouped as follows: 

Group I: Neoplasms relatively susceptible to Cytoxan 

Hodgkin's disease 
Lymphomas: lymphosarcoma; giant follicular lym- 
ticulum cell sarcoma 

: acute; chronic 

Mycosis fungoides 
Group II: Neoplasms relatively resistant to Cytoxan 

Malignant neoplasms of the breast and the ovary* 

Malignant neoplasms of the lung, the gastrointestinal 

tract and the genitourinary system, including the cervix 

and the uterus 

Malignant neoplasms of miscellaneous origin 

Malignant melanomas 
*Malignant tumors of these organs are somewhat more sus- 
ceptible to Cytoxan therapy than are the others included 
in this group. 
DOSAGE: For neoplasms relatively susceptible to Cytoxan 
— Patients with lymphomas and other neoplasms believed 
to be relatively susceptible to Cytoxan therapy are given 
an initial dose of 2 to 3 mg./Kg./day intravenously. White 
blood counts and platelet determinations should be made 
daily or twice weekly and the dosage adjusted accordingly. 
Intravenous infusions should be continued for at least 
6 days unless otherwise indicated. A leukopenia of between 
1500 and 5000 cells per cu. mm. (or lower) may be expected 
between the tenth and fourteenth day. In the presence of 
a leukopenia of less than 2000/cu. mm. Cytoxan should be 
discontinued until the white cell count returns to 2000 to 
5000 (usually within a week). Dosage is subsequently ad- 
justed as indicated by the patient's objective response and 
the leukocyte count. If the patient is subjectively improved, 
if the size of the tumor has decreased, or if the white cells 
are satisfactorily maintained between 2000 and 5000/cu. 
mm. oral dosage may be instituted equivalent to intra- 
venous dosage. 

Thrombocytopenia is rarely observed on this regimen. 
If platelet counts of less than 100,000/cu. mm. are ob- 
served, the patient should be watched carefully. If plate- 
lets continue to decrease, Cytoxan should be discontinued. 

The patient who has had previous treatment with alkyl- 
ating agents, or x-ray, or is debilitated may be more sus- 
ceptible to bone marrow depression, and initial Cytoxan 
doses should be more conservative than the above. Such 
patients should have more frequent hematologic evaluation. 
Good medical practice demands access to a reliable hema- 
tologic laboratory when using Cytoxan. 

For neoplasms relatively resistant to Cytoxan — Patients 
with carcinomas and other malignant neoplasms believed to 
be less susceptible to Cytoxan therapy are given a dose of 
4 to 8 mg./Kg./day intravenously. Unless there are indica- 
tions to the contrary, this dose is continued for 6 days, then 
stopped. Leukopenia usually ensues on the tenth to four- 
teenth day after the first dose of Cytoxan. Thrombocyte 
reduction is not common, and platelets may actually in- 
crease. The leukocyte count promptly returns toward nor- 
mal levels in most cases, and as it begins to increase, suffi- 
cient Cytoxan is administered to maintain it near 2000 to 
5000/cu. mm. This may be accomplished by two intravenous 
injections weekly, or by oral administration, or by a com- 
bination of both routes. An oral dosage of 50 to 200 mg. 
daily or an intravenous injection of 5 mg./Kg. twice weckly 
will usually suffice. 

The platelet and leukocyte counts should be followed 
carefully, and the prior treatment history of patients care- 
fully evaluated as delineated above. 

Leukopenia as a guide to adequacy of dosage — The best 
objective measure for dosage seems to be the number of 
circulating white blood cells. This is used as an index of 
the activity of the hematopoietic system, especially the 
bone marrow. The mechanism by which Cytoxan causes 
a reduction in the level of white blood cells is not known, 
but cessation of dosage results in an increase in the level, 
indicating that the hematopoietic system had not been 
permanently affected. When large doses (8 mg./Kg./day 
for 6 days) are given initially, the white cell count falls 
rapidly. Following the cessation of the 6-day course, the 
white cells may continue to decline for as long as 8 days 
and then increase. The reduction of the white cell count 
during Cytoxan therapy and its subsequent increase when 
therapy is discontinued can be repeated in the same patient. 
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Maximal reduction in leukocyte count indicates the maxi- 
mal permissible Cytoxan level for therapeutic effect. Leuko- 
penic patients must be watched carefully for evidence of 
infection. 

Total white blood cell and thrombocyte counts should 

be obtained 2 or more times weekly in order to evaluate 
therapy and to adjust dosage. 
SIDE EFFECTS: Although Cytoxan is related to nitrogen 
mustard, it has no vesicant effect on tissue. It does not 
traumatize the vein when injected intravenously, nor does 
it cause any localized tissue reaction following extravasation. 
It may be administered intravenously, intramuscularly, 
intraperitoneally, intrapleurally or directly into the tumor, 
when indicated. It is apparently active by each of these 
routes. 

Nausea and vomiting are common and depend on dose 
and on individual susceptibility. However, many investi- 
gators accept the nausea and vomiting in favor of main- 
taining maximal therapy. The vomiting can be controlled 
with antiemetic agents 

Alopecia is a frequent side reaction to Cytoxan therapy. 
It has been observed in 28% of the patients studied in this 
country. The incidence is greater with larger doses. The 
loss of hair may first be noted about the 21st day of therapy 
and may proceed to alopecia totalis. This-effect is reversed 
following discontinuance of Cytoxan; during reduced main- 
tenance therapy, hair may reappear. It is essential to ad- 
vise the patient in advance concerning this effect of the 
drug. 

Dizziness of short duration and of minor degree has 
occasionally been reported. 

Leukopenia is an expected effect and can be used as a 
guide to therapy. Thrombocytopenia may occur, especially 
after large doses. The leukocyte or platelet counts of an 
occasional patient may fall precipitously after even small 
doses of Cytoxan, as with all alkylating agents. The drug 
should be discontinued in such patients and reinstituted 
later at lower dosage after satisfactory hematologic recovery 
has occurred. Prior treatment with x-ray or with other 
chemotherapeutic agents frequently causes an earlier or 
exaggerated leukopenia or thrombocytopenia after Cytoxan 
medication. Only rarely has there been a report of erythro- 
cyte or hemoglobin reduction. 

ADMINISTRATION: Add 5 cc. sterile water (Water for 
Injection, U.S.P.) to 100 mg. of Cytoxan in the sterile vial 
(add 10 cc. to 200 mg. vial). Shake, allow to stand until 
clear, remove with sterile syringe and needle and inject. 

The freshly prepared solution of Cytoxan may be ad- 
ministered intravenously, intramuscularly, intraperitone- 
ally, intrapleurally, or directly into the tumor. The solution 
should be administered promptly after being made but is 
satisfactory for use for three hours after preparation. 

If the patient is receiving a parenteral infusion, the 
Cytoxan solution may be injected into the rubber tubing 
if the solution is glucose or saline. 

No thrombosis or thrombophlebitis has been reported 
from injections of Cytoxan. Extravasation of the drug into 
the subcutaneous tissues does not result in local reactions. 
PRECAUTIONS: Cytoxan should not be given to any 
person with a severe leukopenia, thrombocytopenia, or 
bone marrow infiltrated with malignant cells. It may be 
given with suitable precautions to patients who have had 
recent X-ray treatment, recent treatment with a cytotoxic 
agent, a surgical procedure within 2 to 3 weeks, or debili- 
tated patients. 

AVAILABILITY: Cytoxan is available as follows: 

Cytoxan for Injection, 100 mg., a sterile dry-filled vial 
containing 100 mg. cyclophosphamide and 45 mg. sodium 
chloride. Packaged, 12 vials per carton. 

Cytoxan for Injection, 200 mg., a sterile dry-filled vial 
containing 200 mg. cyclophosphamide and 90 mg. sodium 
chloride. Packaged, 12 vials per carton. 

Cytoxan Tablets for oral administration, 50 mg., white, 

round tablets, flecked with blue for easy identification. 
Packaged, 100 tablets per bottle. 
For a copy of the Cytoxan brochure, or other additional 
information on Cytoxan, communicate directly with the 
Medical Department, Mead Johnson Laboratories, Evans- 
ville 21, Indiana. 
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to become associate research professor 
of medical and hospital administration 
on Dec. 15. Dr. Kroeger will be conduct- 
ing research in a program of medical 
and hospital administration headed by 
Dr. CEcIL G. SHEPS. Primarily, she will 
be developing improved standards for 
medical and hospital care. 


Rochester 


Dr. LEONARD D. FENNINGER, associate 
dean, has been appointed to the newly 
created post of medical director of the 
Strong Memorial Hospital. He will re- 
tain his position as associate dean and 
will also hold the position of professor 
and chairman of a new department of 
health services, and professor of medicine. 

As medical director, Dr. Fenninger’s 
responsibilities will include those former- 
ly assigned to the hospital administrator 
for Strong Memorial Hospital, a post 
held from 1954 to 1960 by J. MILO 
ANDERSON, now executive vice president 
of Presbyterian Medical Center in San 
Francisco. 


Saint Louis 


Dedication ceremonies marking the 
completion of the David P. Wohl Memo- 
rial Mental Health Institute were held 
Nov. 8, with Dr. WILLIAM C. MENNINGER, 
president of the Menninger Foundation, 
as principal speaker. The 60-bed hospital 
will be devoted to psychiatric care and 
research, including facilities for some 
4,000 out-patients each year. Construc- 
tion of the $1.5 million structure was 
made possible by a $500,000 gift to the 
university by the late David P. Wohl, 
St. Louis philanthropist. 


S. U. N. Y. Brooklyn 

The Public Health Service, through its 
National Institutes of Health, has com- 
mitted $2.45 million over the next seven 
years to support a new treatment process 
research center in psychiatry at the 


State University of New York Down- 
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state Medical Center. An initial sum of 
$350,000 for 1961-62 has been received 
by the Medical-Center to set up the 
program. 


The new unit will be housed on three 
floors of the J Buildings of Kings County 
Hospital, which is the major affiliated 
hospital of the Downstate Medical Cen- 
ter. Considered by Downstate Medical 
Center specialists to be a pioneering 
effort in the study of the psychiatric 
treatment process, the new research cen- 
ter will make it possible to carry out 
exhaustive and voluminous studies on a 
small number of patients—not more 
than 20 at any one time—under ideal 
conditions. 

Director of the new research center 
will be Dr. HARLEY SHANDS, who re- 
cently came to the Medical Center as 
professor of psychiatry from a position 
as associate professor of psychiatry at 
the University of North Carolina Medi- 
cal School. 

The new unit will serve also as a 
research training center for doctors en- 
rolled in the Medical Center’s Doctor of 
Medical Sciences Program in Psychiatry 
and for Kings County Hospital residents 
in psychiatry. 

Dr. LEO SROLE, sociologist, has joined 
the Downstate medical faculty as pro- 
fessor of psychiatry. Formerly professor 
and chairman of the department of soc- 
iology at Hobart College, Dr. Srole has 
held professional appointments in the de- 
partments of psychiatry at Cornell and 
Yeshiva Universities, and in the Grad- 
uate School of Arts and Sciences at Yale. 
He is the first sociologist to be appointed 
to the psychiatry staff. 


Western Reserve 


Dr. SAMUEL SPECTOR, who has been a 
member of the faculty since 1946, was 
recently promoted to the rank of pro- 
fessor of pediatrics. He is also associate 
director of pediatrics at Babies and 
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The first enrichment of flour, bread and cereal foods in 
1941 marked a truly great forward step in public health 
nutrition. By the simple addition of thiamine, niacin, 
riboflavin and iron to our “daily bread,” supplies of 
those nutrients in the national food supply became ade- 
quate. Now, after 20 years, deficiency diseases caused 
by shortages of those same nutrients have practically 
disappeared. Such is the “‘Quiet Miracle,” a joint effort 
of science, medicine and industry—bringing better 
health to all through better nutrition for all. 


ENRICHED... 


and whole wheat flour 


the “Essential Four” food FREE— USE COUPON OR SEND R BLANK 
groups set up by the U.S. 


Dept. of Agriculture's Insti- 
tute of Home Economics. 
Diet selected from these 
foods provides ample pro- 
tein, vitamins and minerals. 


To: Wheat Flour Institute Dept. JME-!2 
309 West Jackson Bivd., Chicago 6 

Please send me for professional review copies of the National 

Research Council pamphlet, “Cereal Enrichment in Perspective," 

and “The two minute story of THE QUIET MIRACLE,” for pos- 

sible professional distribution in quantities. (Please print) 


WHEAT FLOuR INSTITUTE 


city. ZONE STATE 


working for a healthier America through nutrition (Distribution limited to U.S. and possessions) 


"The Quiet Miracle’ 

4, 
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Children’s Hospital of University Hos- 
pitals. 


Wisconsin 
Dr. PHILIP PAcy COHEN was named 


VOL. 36, DECEMBER, 1961 


acting dean of the university’s medical 
school upon the termination of Dr. JOHN 
Z. BOWERS’ tenure as dean on Nov. 1. 
Dr. Cohen is chairman of the department 
of physiological chemistry. 


from the National Institutes of Health 


NIH Revises Application Deadlines 
For 1962 Graduate Training Grants 
The National Institutes of Health on 
November 9, announced a revision in 
deadlines for 1962 graduate training 
grant applications. Previous deadlines 


were March 1, July 1, and November 1. 
Revised dates, effective immediately, are 
February 1, June 1, and October 1. 


Research Facility Planners Attend 
Courses in Biomedical Orientation 

Engineers and architects from the Na- 
tional Institutes of Health are the princi- 
pal beneficiaries of a 4-month course in 
biomedical orientation being given at 
Georgetown University’s School of Medi- 
cine this semester. Purpose of the orien- 
tation course is “improving communica- 
tions between the scientists who use 
research facilities and the engineers who 
plan them.” 


The accelerated program was planned 
and organized by NIH’s Division of Re- 
search Services in close cooperation with 
the university and NIH scientists and 
others interested in multidisciplinary 
training and education in the biomedical 
field. One function of DRS is to develop 
new ideas in laboratory design, evaluate 
various materials and systems, and to 
act as consultants to groups planning 
research facilities. 

The new course is aimed at familiar- 
izing planners and designers of research 
facilities with the medical scientist’s 
terminology, tools, techniques, and prob- 
lems. Through this training, NIH per- 


sonnel expect to be able to establish 
better design guides for research labo- 
ratories, while finding solutions to spe- 
cific design problems encountered by 
medical investigators. 

Medical school staff, administering the 
course, provide instruction in a seminar- 
type atmosphere. Curriculum covers basic 
medical and clinical disciplines including 
organic chemistry, biology, microbiology, 
biochemistry, physical chemistry, bio- 
physics, physiology, immunology, pathol- 
ogy, clinical pathology, pharmacology, 
and genetics. 


New NIH Booklet Summarizes 
1959-60 Support Programs 

The National Institutes of Health has 
just published a booklet summarizing all 
the medical support programs adminis- 
tered by NIH during fiscal years 1959 
and 1960. 

The 384-page booklet itemizes funds 
of more than a half billion dollars that 
reflect NIH support in strengthening re- 
search in medical schools, universities, 
and hospitals; in developing research 
manpower in the medical and biological 
sciences; and in stimulating research in 
previously neglected areas of medical 
interest. 

Summary tables. provide detailed 
breakdowns by type of award, sponsoring 
NIH program, State, and recipient in- 
stitutions. Analysis tables give compara- 
tive data on distribution of the awards. 

The booklet, “Pubtic Health Service 
Grants and Awards by the National In- 
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Why is the 
methyl 
“governor” 
in Orinase 
SO 
important? 


oxidation . 


One of the most significant advantages of Orinase therapy is 
the rarity of associated hypoglycemic reactions. 

This widely-reported clinical benefit is a function of the 
exclusive Orinase methyl “governor.” Lending itself to ready 
oxidation (principally, it is thought, a hepatic process), the 
methyl group ensures prompt metabolic inactivation of the 
Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 
that has no hypoglycemic activity at the existing levels. 

As a result of the oxidation of its methyl group, Orinase 
shows a decline in activity soon after it reaches its effective 
peak in the plasma. Maintenance dosage serves to reduce blood 
sugar levels to normal, but rarely below that point, and there 
is no reported problem of accumulation. 


Orinase 


HOOC < SO,-N 3 


Orinase Metabolite 


An exclusive methyl “governor” minimizes hypoglycemia 


Indications and effects: The clinical indication for reactions to Orinase are usually not of a 
Orinase is stable Its use brings ature vy of 
about the lowering of lood sugar; glycosuria . adache, and variable allergic skin 
diminishes, and such a. — as pruritus, poly- The gastrointestinal disturbances 
uria, and polyphagia disappea: 
Dosage: There is no fixed roe for initiatt 
is as follows irst day——6 tablets; secon ay— 
is administered in divided portions after meals. 
ph The allergic skin manifestations (pruritus, 
the two-tablet level, Gdlaeeve is necessary to thema, and urticarial, morbilliform, or maculop 
maintain optimum control. ular eruptions) are transient reactions, whi 
frequently disappear with continued drug admin- 
Patients receiving insulin (less than 20 units) — istration. However, if the skin reactions persist, 
insulin = Orinase; rinase should be 
40 units)—initiate Orinase with a concurren 
to 50¢% reduction in insulin dose with a further Ceentass toxicity: Orinase appears to be remarkably 
careful reduction as response to Orinase is ob- ree from grogs clinical toxicity on the basis of 


. In candidates for combined Orinase- 
insulin therapy, an individualized schedule is usu- 
ally obtainable during a trial course of two or 
mere weeks one case of cholestatic jaundic lated to Orinase 
Contraindications and side effects: Orinase is ¢on- administration, which | with 
traindicated in patients having juvenile or ywth- pre-existing liver disease and which rapidly re- 
onset, unstable or brittle types of diabetes versed upon discontinuance of the drug. 
mellitus; — of diabetic coma, fever, severe h 1 
trauma or gangrene. Fash containe: 
Side effects are mild, transient and limited to ap- z 
proximately 3% of patients. Hypoglycemia and Supplied: In bottles of 50. 
toxic reactions are extremely rare. ypoglycemia 
is most likely to occur during the = of trans si- *Trademark, Reg. U.S. Pat. Off.— 
tion from insulin to Orinase. Othe ib de, Upjohn June, 1961 


Copyright 1961, The Upjohn Company 


The Upjohn Company, Kalamazoo, Michigan | Upjohn | Bow 
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stitutes of Health—Summary Tables for 
the Total Extramural Program—Fiscal 
Years 1959 and 1960,” is Public Health 
Publication No. 777, Part III. 


Monograph Reports Trends in 
Cancer Survival and Mortality 


Publication of Monograph No. 6 is the 
latest in a series prepared by the Na- 
tional Cancer Institute. It contains two 
comprehensive statistical reports on sur- 
vival and mortality trends in cancer, 
providing urgently needed data for in- 
vestigators. 

Part I of the publication—“End Re- 
sults in Cancer,” edited by Dr. Sidney 
J. Cutler and Fred Ederer—summarizes 
the survival experience of more than 
125,000 patients during 1950-57, offering 
guidelines for determining the best meth- 
ods of therapy. 


Part IIl—‘Mortality Trends in the 
United States, 1930-1955,” by Tavia 
Gordon, Margaret Crittenden, and Wil- 
liam Haenszel—is intended to fill the 
need for a comprehensive and systematic 
presentation of cancer mortality by body 
site, showing how risks have changed 
with time and among population sub- 
groups. 

The monograph is available from the 
Superintendent of Documents, U.S. Gov- 
ernment Printing Office, Washington 25, 
D.C. Single copy price is $2.00. 


NIH Receives 153 Applications 
For General Research Grants 


The National Institutes of Health has 
received 153 applications from accredited 
schools of medicine, dentistry, osteop- 
athy, and public health for support 
under the new General Research Grants 
program. 

Applications were submitted to the 
National Advisory Health Council for 
consideration at its November 1961 meet- 
ing. Awards will be made on a calendar 
year basis, beginning January 1, 1962. 
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Further consideration is being given 
to extension of the program in 1963 to 
schools of nursing, pharmacy, and veteri- 
nary medicine, hospitals, and other non- 
profit research organizations. 

The General Research Grants program 
was authorized by Public Law 86-798, 
approved September 15, 1960, and $20 
million has been allocated from the NIH 
appropriations for its support in 1962. 


Names in the News 


Dr. John Eberhart, Executive Associ- 
ate of the Commonwealth Fund, New 
York, has joined the staff of the National 
Institute of Mental Health as Associate 
Director for Intramural Research. For- 
mer Chief of NIMH’s Research Grants 
and Fellowship Branch, Dr. Eberhart re- 
turns after a 7-year absence to direct 
research conducted within the Institute, 
whose program involves a wide range 
of basic and clinical investigations in the 
medical and behavioral sciences. 

Dr. Robert T. Hewitt, Chief of the 
Hospital Consultation Service, National 
Institute of Mental Health, is leaving 
NIH to direct mental health programs 
of the Western Interstate Commission 
for Higher Education in Boulder, Colo- 
rado. Dr. Hewitt has served as a com- 
missioned officer in the Public Health 
Service for 20 years. 


Dr. Stella L. Deignan, former Director 


‘of Science Information Exchange, has 


been appointed Scientist Administrator 
in NIH’s Office cf International Research. 
She will be stationed at World Health 
Organization headquarters in Geneva, 
Switzerland, where she will serve as staff 
advisor to OIR on world-wide medical 
research programs with particular refer- 
ence to Europe. She will be responsible 
for development and execution of a va- 
riety of special studies on direction and 
relationships of international research 
activities. 
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Depo-Medrol was administered intra-articularly to 118 patients 
(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

Rel‘»f of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.””’ 


Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 
guide: Large joint, 20 to 80 mg.; me- 
dium joint, 10 to 40 mg.; small joint, 
4 to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 


Precautions 


Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 


Depo-Medrol 40 mg. per cc. 
Each cc. contains: 
Medrol (methylprednisolone) 
Polyethylene glycol 4000 ... 
Sodium chloride ........... 8.7 
Myristyl-gamma-picolinium 
Water for injection ........ q.s. 
Supplied: 1 cc. and 5 cc. vials 
20 mg. per cc. 
Each cc. contains: 
Medrol (methylprednisolone) 
Polyethylene glycol 4000 ... 
Sodium chloride ........ Th. 
Myristyl-gamma-picolinium 
Water for injection ........ 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
*Trademark, Reg. U. S. Pat. Off. 
methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 
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Army Announces Change in Recall 
of Certain Reserve Officers 


The Department of the Army has an- 
nounced a policy change that precludes 
the call to active duty at this time of cer- 
tain medical, dental, and veterinary 
corps officers of the Ready Reserve who 
have already completed more than 21 
months active service and are not cur- 
rently members of Reserve or National 
Guard Units. 


Officers who have completed 21 months 
or more of prior active duty—exclusive 
of periods spent in student programs 
prior to receipt of the appropriate pro- 
fessional degree or in intern training— 
will not be involuntarily ordered to active 
duty as individuals. This policy will not 
be applicable to those who were called 
or may be called as regularly assigned 
members of a Reserve or National Guard 
Unit, participating in a pay status. 

Affected officers who entered on active 
duty subsequent to Sept. 1, may request 
relief from active duty if they so desire. 
Also, those currently under orders who 
have not yet entered on active duty may 
request revocation of their orders. 


AIBS Seeking Radiation Experts 
for 1961-62 MEND Program 

The American Institute of Biological 
Sciences invites inquiries concerning its 
1961-62 MEND Speakers Program for 
Medical Colleges. Through this program, 
supported by the Atomic Energy Com- 
mission, experts in various areas of 
radiation are available as guest lecturers. 
Travel expenses and honoraria are borne 
by AIBS. The Medical Education for 


xl 


Items of Current Interest 


National Defense (MEND) program is 
a joint federal agencies-medical school 
program designed to better acquaint the 
student with the principles of military 
and disaster medicine. 

For further information write to: 
Speakers Bureau, American Institute of 
Biological Sciences, 2000 P Street, N. W., 
Washington 6, D. C. 


Applications Open for 
1961-62 AIBS Program 
More than 135 scientists in 34 states 
will serve this year as visiting biologist 
lecturers and consultants in colleges, 
small universities and high schools. 

The American Institute of Biological 
Sciences, announcing the fifth year of 
the program for colleges, said applica- 
tions for 1961-62 participation are now 
being received. 

The program, supported by grants 
from the National Science Foundation 
and the Atomic Energy Commission, pro- 
vides for visits by prominent biologists 
for participation in seminars, lectures. 
consultation with faculty, and scientific 
or career discussions with students. 
Visits normally are for three days. 

A similarly supported program for 
high schools will be operated for the 
third year. Under this, biologists visited 
85 high schools in 29 states during the 
1960-61 school year. 

A third program, by which an institu- 
tion may invite a particular specialist 
from abroad to visit, will be operated for 
the second year. This plan allows foreign 
biologists to visit at least three colleges, 
laboratories or other scientific centers 
over a period of a month. 
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A STUDENT ANTHOLOGY NUMBER THIRTY-TWO 
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The captain prescribes a cure 


In the mercantile marine of the early nine- 
teenth century, the captain—in addition to 
his strictly nautical duties—often had to fulfill 
the functions of physician and surgeon. Most 
often the problems were not difficult, for by 
this time effective methods of sanitation and 
ventilation had been devised, the seamen’s 
faulty diet was improved, and the problem of 
keeping drinking water in usable condition 
had been solved by the substitution of iron 
tanks for wooden casks. 


Boils were the commonest surgical con- 
dition, while constipation was the most prev- 
alent medical complaint. The latter was kept 
in check by the enormous quantities of Epsom 


One of a series presented by 


salts which formed the most important com- 
ponent of the stock of drugs. The ship’s med- 
icine chest usually included a booklet of 
instructions and sometimes, to simplify the 
difficult arts of diagnosis and treatment, dif- 
ferent diseases were numbered to correspond 
with bottles containing suitable remedies. A 
favorite tale, perhaps apocryphal as are most 
salt-water yarns, is of an ingenious captain 
who, having decided that his patient presented 
symptom complex No. 9 and finding this 
bottle empty, rose to the situation by admin- 
istering equal doses of No. 3 and No. 6. 


—Karwt Vocet: Great Adventures in Medi- 
cine, New York, The Dial Press, 1952. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., rucKAHOE, NEW YORK 
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International Achievement Awards in 
Mental Retardation Established 


The institution of a program of annual 
international awards totalling up to a 
quarter of a million dollars for achieve- 
ment in the field of mental retardation 
was announced recently by Edward M. 
Kennedy, President of the Joseph P. 
Kennedy Jr. Memorial Foundation. 

Recipients of the awards will receive 
from $5,000 to $25,000 each for in- 
dividual achievement and up to $50,000 
each as support for furtherance of his 
or her projected or continuing program. 
First awards will be bestowed in early 
1963 for work done during the calendar 
year of 1962. Annual awards will be 
continued as long as the accomplishments 
of the program justify. 

The awards were established for the 
purpose of recognizing scientists, 
scholars, and others whose work has led 
to major advances in the understanding 
of mental retardation. 

Nominations for the honor of obtain- 
ing a Kennedy International Achieve- 
ment Award will be sought from institu- 
tions, organizations, and _ individuals 
working in the field of mental retarda- 
tion. 
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American Thoracic Society 
Offering Research Grants 


Applications for research grants in 
the field of respiratory diseases, includ- 
ing tuberculosis, for the year beginning 
July 1, 1962 are now being received by 
the American Thoracic Society, medical 
section of the National Tuberculosis As- 
sociation. Applications must be received 
not later than December 15, 1961. For 
further information and applications 
forms, write the Division of Research 
and Statistics, American Thoracic Soci- 
ety, 1790 Broadway, New York 19, N. Y. 


Veterans Administration 
Appoints Gluckman 

Dr. Earl C. Gluckman, director of the 
Veterans Administration hospital at 
Coral Gables, Fla., has been appointed 
a deputy director for professional serv- 
ices in the VA Department of Medicine 
and Surgery in Washington, D. C. Gluck- 
man will assist Dr. Irvin J. Cohen, VA 


assistant chief medical director for pro- 
fessional services, in planning and co- 
ordinating the professional services of 
the VA’s 171 hospitals and 92 outpa- 
tient clinics across the nation. 
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for the diarrheal attack 
effective—eradicates enteric bacterial pathogens 
selective—does not eradicate the normal intestinal flora 


LIQUID 


brand of furazolidone 


New, convenient prescription size: bottle of 2 oz. Also: bottle of 16 oz. 


s Exceptionally broad bactericidal range includes species and strains now resistant to 
other antimicrobials = Virtually nontoxic = Does not encourage monilial. or staphylo- 
coccal overgrowth # Has not induced significant bacterial resistance s Dosage may be 
found in your PDR. 

FurROxONE Ligutp is a pleasant orange-mint flavored suspension containing FUROXONE 
50 mg. per 15 cc., with kaolin and pectin. 

1. Mintz, A. A.: Antibiot. Med. 7:481, 1960. 

EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N. Y. 
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Faculty Vacancies 


INTERNIST: To direct Pulmonary Disease Section of 
a large general hospital elosely affiliated with medi- 
eal school. Faculty appointment. B nical, 
research, and teaching opportunities. Aetive Pul- 
monary Function Laboratory. Contaet: Chief, Medi- 
eal Service, V.A. Albany, , A 


MepicaL Services Direcror: To have full charge 
of all medical and surgieal activities for Kern 


EXCHANGE 


Chief Librarian, 


tions should be addressed the 
Maedo: Dalhousie University, 


to 
mald Memorial Library, 
Halifax, Nova Scotia. 


BIoCHEMIST: Junior staff position open in expand- 
ing biochemistry department of mid-western medical 
school. Teaching and research. Opportunity for ad- 
vancement. Salary competitive. Valuable fringe bene- 
fits. Address: V-112. 


PHYSICIANS: County hospital affiliated with three 
Ai } 


County General Hospital System, under administra- 
tive direction of Hospital Administrator; direct and 
coordinate medical serviees, supervise operation of 
intern and resident teaching programs. degree 
from approved medica] school, approved internship, 
completion of approved resideney and ree years 
experience in practice of medicine, two years of 
whieh must have been in teaching or supervisory 
capacity. Certification by an American Board. Cali- 
fornia M.D. Se Salary $15,228 to $18,504 an- 
nually. Wri to: C. Leon Bryson, Kern Ceunty 

General Maspttel, 1830 Flower St., Bakersfield, Calif. 


RapioLocist: To assist staff radiologist in opera- 
tion of X-ray department at Kern Genera! Hospital 
including supervision of technical employees, assist- 
ing in resident physician training. Active depart- 
ment. Possession of valid license to practice 


desires qualified full-time physicians 
for intern and resident teaching and patient care 
responsibilities in following fields: internal medicine, 
general surgery, pediatrics, psychiatry, obstetries and 
gynecology, radiology, forensic pathology, director of 
out-patient elinic, and physician experienced im re- 
habilitation to direct long term medical care program. 
All starting salaries over $14,000. Inelude curriculum 
vitae with inquiry to: F. G. Gillick, M.D., Santa Clara 
County Hospital, San Jose-Los Gatos Road, San Jose 
28, Calif. 


PATHOLOGIST: Board certified or Board eligible 
pathologist for position combining hospital pathology, 
teaching in school of medicine and research. Applicant 
should be interested in both clinical pathology and 
—- anatomy. Compensation and rank de- 


in California required; eertification or eligibility for 
certification by American Board of Radiology is de- 
sirable. Salary $11,928 to $14,508. Write to: Kern 
Hospital, 1830 Flower Street, Bakers- 


MepicaL Epucation Director: Board Certified or 
comparable to requirements for Board Certification 
to direct an approved internship and residency pro- 
gram. Two hundred sixty-six bed community hospi- 
tal with medical school affiliation in University City. 
Write and include curriculum vitae: Arthur V. Cran- 
= Administrator, Brackenridge Hospital, Austin, 

‘exas. 


BACTERIOLOGIST: University Hospital has a vacancy 
for a medically qualified bacteriologist. Appoint- 
ment also carries a university teaching position. 
Salary $10,000-$14,000 per annum. Applicants should 
have hospital experience. Applications stating date 
of birth, qualifications, experience, present appoint- 
ment, and the names of three references should be 
sent to the Director of Baeteriology, University Hos- 
pital, Saskatoon, Saskatchewan, Canada. 


MEDICAL TECHNOLOGIST: ASCP Registered medica! 
technologist (female) with Bachelor’s degree and 2 
years experience to work in curriculum of medical 
technology, department of pathology. Position is 
chiefly assisting in administration and teaching. 
Salary open, dependent upon qualifications. Reply: 
Dr. J. F. Kuzma, Director of Department of Pa- 
thology, Marquette University School of Medicine, 
Milwaukee 3, Wis. 


MepicaL LIBRARIAN: University desires Medical 
Librarian at an initial salary of $6,500. The suc- 
cessful candidate will receive faculty status equiva- 
lent to that of departmental chairman in the Faculty 
of Medicine. Duties will include f ibility 
for the administration of the Medical Library. Mini- 
mum qualifications must include the Medical Library 
Association Grade I certificate, or its equivalent, with 
some experience in library administration. Applica- 
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upon qualifications. For further informa- 
tion ~ 4B... Theodore L. Perrin, M.D., The Creighton 
University School of Medicine, 302 N. 14th St., 
Omaha 2, Nebr. 


ANATOMIST: Two positions open; one in gross and 
one in neuroanatomy. The Ph.D. required in Anato- 
my, or in Biology with practical experience. Salary 
and working conditions good; research field optional. 
Address: V-11 


Full-time appointment. Gastroen- 
terologist or neurophysiologist preferred. Teaching 
responsibilities with medical, dental, pharmacy, or 
graduate students; conduct independent research pro- 
gram. Stimulating environment. Rank and salary 
based on qualifications. Address V-114. 


Director oF MEDICAL EpUCATION: Full-time for 263- 
bed regional medical center; progressive midwestern 
city of 130,000; cooperative medical staff with strong 
teaching interests and qualifications; long history of 
community support and emphasis on education. Salary 
open. Write to S. F. Masson, Director, Rockford Me- 
morial Hospital, 2400 N. Rockton Ave., Rockford, III. 
Enclose curriculum vitae. 


CHILD PSYCHIATRIST: For Queen’s University and 
Kingston General Hospital; Kingston, Ontario, Can- 
ada. Salary range $7,700-$10,200 and University rank 
up to associate professor, dependent on experience. 
Private consulting facilities. For further information, 
write Sloane, Dept. of Psychiatry, Queen's 
University. 


PHARMACOLOGIST: Ph.D. or M.D. Full-time apaeian. 
ment in department of phar logy as 
professor. Salary, $6,000-$8,500 according to qualifi- 
cations. Interested candidates should send a complete 
curriculum vitae and recent or to Dr. M. F 
Murnaghan, Professor and ead, Department of 
Pha: , University of pl Ottawa 2, On- 


tario, Canada. 
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Personnel Exchange xlv 


To aid in solution of the problem of faculty vacancies, MEDICAL EDUCATION will list persons 
and positions available, as a free service. The school department or person may have the option 
of being identified in these columns or of being assigned a key number for each position listed. 
Mail addressed to key numbers will be forwarded to the person or department listing the request. 

Information for these columns should reach the Personnel Exchange, Journal of Medical Edu- 
cation, 2530 Ridge Avenue, Evanston, Illinois, not later than the 10th of the month which pre- 
cedes the month in which the listings will appear. 


Personnel Available PHARMACOLOGIST-ADMINISTRATOR: Ph.D., age 38. Ten 
years administrative, teaching and industrial research 
experience including international as well as Stateside 
assignments. Research interests in industrial toxicol- 
ogy, neuropharmacology and screening procedures. 
Teaching experience includes medical, dental, nursing. 
graduate and postdoctoral duties. Interested in aca- 
demic administrative post, research coordination and 
Sr education. Available early in 1962. Address: 
-509. 


PREVENTIVE MeEDICINE-PuBLIC HEALTH: Physician 
with M.D., Dr.P.H. degrees desires senior teaching 
position on medical school or public health schoo! 
faculty. Numerous publications. Previous research, 
teaching, administrative and health department ex- 
perience. Special interests are epidemiology, preven- 
tive dici and ti ddress: A-499. 


INTERNIST: M.D., M.S. in Med. Certified. Age S 
Wishes to abandon lucrative private practice of 
years for full-time (or half-time) medical 
appointment that includes teaching, OPD, and hos- 
pital practice. Extensive clinical experience and 
original publications in psychosomatic medicine. 
Capable of organizing and heading a psychosomatic 
division that will integrate general medicine and 
psychiatry. Address: A-500. 


MEDICAL ADMINISTRATOR: M.D., Ph.D. in neuro- 
physiology, neuropharmacology. Experience in ad- 
ministrative clinical research post. Some teaching 
experience. Strong interest in medical education. 
Desires either a full-time medical college administra- 
tive post or combined with basic science teaching 
— in physiology or pharmacology. Address: 
-510 


INTERNIST: Age 43, board-certified with subspecialty 
interest in gastroenterology. Extensive teaching and 
administrative background. Interested in change of 
location, preferably to the northern half of U.S. In- 
terests predominantly clinical and teaching with some 
research. Address: A-511. 


Puysio.ocist: Ph.D., age 39. Desires faculty ap- 
pointment, teaching and research. At present associ- 
ate professor of physiology in medical school. Teach- 
ing experience and research in respiratory physiology 
and neuropharmacology. Salary open. Address: A-502. 


Puysto.ocist: Ph.D., age 41. Also E.E. degree in 
electronics. Wide experience in cardiopulmonary and 
eardiac electrophysiology as well as medical instru- 
ment design. Member of American Physiological So- 
ciety and Institute of Radio Engineers, etc. Assistant 
professor of physiology. Seeks faculty position in med- 
ical school or in a cardiopulmonary laboratory associ- 
ated with teaching and research. Address A-503. 


PHYSIOLOGIST-BIOCHEMIST: Ph.D., age 32. Present 
rank assistant professor. Experienced with isotopic 
and biochemical techniques applied to basic problems 
in endocrinology, metabolism, and cellular physiology. 
Publications and societies. Extensive teaching experi- 
ence. Desires career faculty appointment in physiolo- 
gy or biochemistry with opportunity for independent 
research. Available Spring 1962. Address: A-513. 

PATHOLOGIST: Age 39; Certified (FCAP 1961). Also 
three years internal medicine. Experienced director 
of hospital laboratory and director, school of medical 
technology. Experienced in new laboratory designing. 
Extensive work in all fields of medical education, re- 
cruiting, all medical specialties, research personnel. 
Interested in cancer research etiology, early diagnosis, 
genetics, especially leukemias and lymphomas. Prefer 
establishing laboratories and programs in organiza- 
tions or institutions, new or in building process. Ad- 
dress: A-505. 


PEDIATRICIAN : 
lications. 
cal school. 
A-514. 


Diplomat; teaching experience; pub- 
Desires faculty appointment in U.S. medi- 
Presently located in Canada. Address: 


MICROBIOLOGIST-INTERNIST: M.D., Ph.D., Qualified 
medica] scientist, age 46, desires full-time position as 
Chief, Division Infectious and/or Head, 
Microbiology Department of medical school with as- 
sociated rank in internal medicine. Experienced in 
teaching, administration and medical practice. Ne- 
tional Science Foundation grantee; 50 research publi- 
cations, one book. Eastern location preferred. Ad- 
dress: A-515. 


BriocHEeMist: Ph.D., age 50. Will resign as research 
director of small drug firm for teaching-research ap- 
pointment. Some medical school teaching experience 
early in eareer, but can offer extensive experience 
to teaching, to research (lipid metzbolism: nutrition), 
and te cooperative projects with clinical and preclini- 
eal associates. jires research or career professor- 
ship. Prefers no administrative duties. Address: A- 
506. 


PHYSIOLOGIST: M.B.B.S. (Bombay, India), M. D.; 
age 34. Seven teaching experience as ‘lecturer 
in B Present position, assistant 
of Seeking position in U.S. 


ALLERGIST: Age 40, board certified in allergy and 
pediatrics. Currently teaching part-time. Seeking 
full-time teaching position. Address: A-507. 


DEVELOPMENT CONSULTANT or ADMINISTRATOR: De- 
sires position as consultant or administrator for new 
medical school establishment, or expansion of ap- 
proved school. Fund raising background capped by 
six years as Executive Secretary, A.M.E.F. Recently 
launched program for new Saint Paul Medical School. 
Address: A-508. 


medical school, involving research with opportunity 
for earning Ph.D. degree in U.S.A. or Canada. Ad- 
dres: A-516. 


ANATOMIST: M.B.B.S.; M.Sc. 


(Med.). Age 45. Thir- 
teen years teaching experience in anatomy, Bombay 
medical college. Currently assistant professor of anato- 
my. Also experience in histology. Desires faculty posi- 
tion as professor or assistant professor of anatomy or 


histology or in a correlated precli 1 teachi 
gram. Address: A-517. 
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GENERAL SURGEON: With urological and gynecologi- 
eal training. American by birth, presently located in 
England. New York State license; trained in England 
and U.S. Holds the F.R.C.S., Eng., and Ch.M. Desires 
academic position in department of surgery, with op- 
portunity for cancer research as well as routine sur- 
gery. Address: A-518. 


SurcEON: Head and neck, and general plastic-recon- 
structive. Age 34; currently finishing two-year plastic 
surgery residency, with 3% years otolaryngology and 
bronchoesophagology, and 3 years surgery (incl. 18 
months in the head and neck surgery service) back- 
ground. Desires one year assistantship, or fellowship, 
or preceptorship or academic position in either head- 
neck or plastic-reconstructive surgical fields or both 
beginning July 1, 1962. Address: A-519. 


GENERAL SuRGEON: Age 34, Board Certified. Now 
in full-time hospital position and faculty appointment. 

jires new faculty position with private practice 
privileges or association in surgical group. Address: 
A-520. 


ANESTHESIOLOGIST: Age 35, Board Certified, AOA. 
Currently associate professor, experienced in teaching, 
administration, research, and organizing new depart- 
ments. Desires to plan, build and chair department 
of anesthesiology in new medical school, with oppor- 
tunity to organize surgical-anesthesiological facilities 
and other portions of new teaching hospital. South- 
western or southern location preferred: Addrss: A- 
521. 


ANATOMIST: Ph.D., age 36, married, family. Cur- 
rently teaching at Eastern medical school. Six years 
teaching experience in all phases of medical school 
anatomy. Publications. Training in all basic medical 
sciences. Desires relocating with appointment in medi- 
cal school or research institute. Address: A-522. 


PHYSICAL BilocHeMist: Ph.D. 1951. Publications: 
physical chemistry of proteins; energetics, kinetics, 
and mechanism of enzymatic reactions. Protein in- 
teraction with ions and steroids. Isolation, chroma- 
tography, and identification of steroids. Osmometry, 
electrodialysis, and potentiometric studies of proteins. 
Desires career appointment at medical school or re- 
search institute. Address: A-523. 


BIOCHEMIST-PHYSICIAN: Age 31, married. Ph.D. in 
1955. Scheduled to receive M.D. in June, 1962. Ex- 
perienced in medical school teaching and r h 
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Several publications. Desires teaching and/or research 
position. Will consider related positions. Available 
June, 1962. Address: A-524. 


BIOCcHEMIST-PHYSIOLOGIST: Ph.D., age 40. Desires 
faculty appointment, teaching and research. At pres- 
ent research associate in hospital; assistant professor 
in department of biological chemistry. Teaching ex- 
perience and publications. Research in intermediary 
metabolism. Salary open. Address: A-525. 


GASTROENTEROLOGIST: Certified in internal medicine 
and also in gastroenterology. Desires position in uni- 
versity. Other major interests include hematology and 
peripheral vascular diseases. Trained at Mayo Clinic 
and in university. Experience includes clinical investi- 
gation, medical school faculty and private practice. 
Address: A-526. 


INTERNIST: Certified. Age 35. Currently on faculty 
of Eastern medical school. Experience in private 
practice and administrative medicine. Desires ap- 
pointment in teaching hospital and/or medical school 
with opportunities for clinical research in cardio- 
vascular disease, teaching and administrative respon- 
sibilities. Address: A-527. 


PHARMACOLOGIST: M.B.B.S., Pakistani; age 27. 
Three years post-graduate experience at University 
of Oxford, England. Due to submit thesis for D.Phil. 
shortly. Publications, references. Desires position with 
U.S. medical school with opportunity for post-doc- 
toral study. Address: A-528. 


PEDIATRICIAN: Wide practice, recent extended train- 
ing experience, academic leanings, and extensive writ- 
ing. Desires position involving administrative, teach- 
ing duties in hospital with medical school affiliations. 
Excellent references. Address: A-529. 


INTERNIST: Age 33. Now completing subspecialty 
training in gastroenterology. Seeks full-time, or sub- 
stantially full-time position involving teaching, clini- 
cal responsibility and opportunity for clinical inves- 
tigation. Address: A-530. 


OBSTETRICIAN-GYNECOLOGIST: Age 31, board-eligible. 
Trained at large Eastern medical school hospital in 
four year residency program. Desires full-time posi- 
tion on medical school faculty, involving medical stu- 
dent and house staff teaching, clinical work and 
opportunity for basic research. Special interests: ob- 
stetrie and gynecologic endocrinology, infertility re- 
search. Now completing military service obligation. 
Available September 1962. Address: A-531. 
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How bright is their future? You can help make sure they’ll 
have financial security in the years ahead by starting a regular 
savings program with U.S. Savings Bonds. 


The payroll ‘deduction’ that 
adds to your income 


When you join the Payroll Savings 
Plan at work, you authorize a ““deduc- 
tion’”’ from each paycheck. But the 
money comes back to you 33 14% bigger. 
That’s because it’s invested in US. 
Savings Bonds. Ali you do is tell your 
company how much to set aside from 
each paycheck. The rest is automatic. 
Even if you’ve never saved before, you 
become an expert saver just by signing 
the Payroll Savings card. And if you 
set aside as small an amount as 63¢ a 


day, in a year you'll own U.S. Savings 
Bonds worth $300.00 at maturity! 


Nice things to know about 
U.S. Savings Bonds 


-You invest without risk - You now earn 
3%4 % interest to maturity - You can save 
automatically on the Payroll Savings Plan 
- You can buy Bonds at any bank - Your 
Bonds are protected against loss, fire, even 
theft - You can’t lose your money - You 
can get your money any time you want it 
- You buy shares in a stronger America. 


You save more than money with U.S. Savings Bonds 


@ e This advertising is donated by The Advertising Council and this magazine. 
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for infants allergic to cow’s milk 


a modern milk substitute 


meeting the exacting requirements 


of your pediatric practice 


Diagnostic Aid. A simple trial with Sobee for 
2 or 3 days, to determine if milk is the offending 
food, may eliminate the need for further, more 
complicated diagnostic procedures. Evidence of 
symptomatic relief indicates continued treatment 
with Sobee. 


Balanced Nutrition. Sobee supplies 19% of its 
calories from soya protein, 35% from fat and 
46% from carbohydrate. Hypoallergenic fat- 
soluble vitamins are added. With Sobee, “The 
growth rates were normal or above normal in 
comparison with other infants of the same age.” 


Good Stool Pattern. In a study of 102 infants 
on Sobee, the number of stools ranged from | to 
4 per day.’ Soya stools are bulkier than cow’s 
milk stools. Constipation is infrequent. 


Excellent Acceptance. Sobee is rich and creamy 
without a “burned-bean” flavor or chalky after- 
taste. Acceptance of Sobee, “both by infants and 
mothers, was excellent.’”' 


1. Kane, S.: Am. Pract. & Digest Treat. 8:65 (Jan.) 1957. 
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Milk-free soya formula 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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